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swift social change. The Greek philosopher’s 

dictum of panta rei—everything is in a 
flux—has never been so true as it is of our 
own generation. It is almost a case of cumu- 
lative acceleration, the rate becoming faster and 
faster as the momentum develops. Whether 
we are being swept toward a head-on collision 
which will result in the destruction of our civil- 
ization, or whether no such catastrophe will over- 
take us, are questions beside the present discus- 
sion, although they occupy the minds and thoughts 
of many social philosophers. Spengler was prob- 
ably the first of the pessimistic school of modern 
social thought. The last one to appear on the 
literary scene is the Russian scholar at Harvard, 
Pitrim Sorokin, who sees in our present civiliza- 
tion the decline of what he calls “the sensate” 
stage of social evolution. Whether, then, we are 
riding hard for an eventual fall or not, we must 
keep adjusting ourselves and our institutions to 
the rapidly changing. conditions while we are still 
on the horse. This is a sine qua non requirement 
of survival, whether on the ascending or the de- 
scending curve of evolution. 


Hospitals the Most Stable of Social Institutions 


I maintain that of all the social institutions, 
the hospital—by the nature of its particular type 
of service, and by the nature of the people who 
render this service—is, alongside of the U. S. 


—__. 
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Supreme Court, perhaps the most stable of all the 
institutions in this whirling and emotion-swept 
age. Along with all other institutions, the hos- 
pital is being bombarded by the various forces at 
work in society, and is swiftly adapting itself to 
changing social requirements and changing pro- 
fessional techniques. It is maintaining what Her- 
bert Spencer has called a “moving equilibrium” 
in relation to society. 


I shall endeavor in a very circumscribed and 
guarded way to present glimpses of the changing 
scene insofar as the hospital world is concerned. 
To begin with, the supply of hospital facilities in . 


.the country at large, or rather should I say in the 


industrial centers, has reached its apogee. It sur- 
passes the demand. There is need of radical re- 
adjustment to make the capital investment yield 
larger social returns. At the same time many 


_ rural sections are under-hospitalized, and thou- 


sands of victims of chronic maladies in the city as 
well as in the country cannot find accommoda- 
tions. The demands for hospitalization are chang- 
ing and will be profoundly modified in the future 
when better housing becomes the civic heritage 
of the masses, and when low cost medical care 
becomes available outside the hospitals. 


Home Medical Care 


Experience has shown that it is feasible to pro- 
vide efficient domiciliary or home care for many 
types of illnesses at a cost lower than that of hos- 


11 





pitalization, and with no insurmountable admin- 
istrative difficulties. I refer, of course, to the ex- 
perience we have had with the care of the sick 
on home relief. I shall not go into any details of 
the administration of home medical care, but will 
merely emphasize the fact that it has been proven 
that it can be administered without political in- 
terference, reasonably well, and at a reasonable 
cost. This, more than anything else, has led to 
the recent change in the ‘New York City Charter, 
which lifts the former prohibition of municipal 
outdoor sick care, and from January first of next 
year, New York City is free to organize medical 
and nursing home care as a permanent feature 
of its responsibility for the impecunious sick. 
The one thing which I want to stress in this con- 
nection is that, while domiciliary care will relieve 
hospitals of a certain proportion of patients hith- 
erto treated in hospitals, it will not entirely ab- 
solve them of responsibility for the administra- 
tion of this new departure in the care of the sick. 
Those who have given a great deal of thought to 
the subject, believe that it should be administered 
through and by the hospitals of the community. 


Hospitals Must Keep Pace With Growing 
Community Needs 


Community provision for the diagnosis of ill- 
ness and care of the sick will, in the future, be 
handled only by institutions which are by tradi- 
tion and experience organized to undertake such 
responsibility, and hospitals are the only institu- 
tions for the purpose. In other words, what I 
submit here is, that in their adaptation to a 
changing world, the hospitals should recognize 
this responsibility and plan to discharge it as the 
only agent in the community qualified to do so. 
Another quantum of social significance, which 
should be discussed in this connection, is the ex- 
tension of the public health into the sphere of 
individual care. The public health movement be- 
gan with the attempt to prevent and control com- 
municable disease, but has been extended of late 
into many other domains. The original provision 
by the health departments for the treatment of 
acute exanthemata, the diseases of the central 
nervous system, cerebrospinal meningitis, polio- 
myelitis, etc., and for tuberculosis, syphilis, and 
gonorrhea, has been supplemented by clinics for 
prenatal care, diseases of infancy, heart diseases, 
dental defects, cancer, and orthopedic conditions. 


The intrusions by the health authorities into 
the hospital and clinic field have no doubt been 
due to evolutionary circumstances and to the fact 
that the hospitals have not kept pace with the 
growing community needs. They were too much 
enwrapt in their institutional isolation; in the 
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pursuit of their clinical duties, the hospital and 
clinic physicians have often overlooked the oppor- 
tunities for disease prevention, which is the par- 
ticular concern and responsibility of the health 
authorities. But sober social thinking, and the 
present attitude of the medical profession, will 
no doubt call a halt to the growth of this particu- 
lar extraneous extension of public health activity 
and will squarely place it on the shoulders of the 
hospital. The sooner the hospitals realize their 
collective responsibility in the larger field, the 
more readily will a shift come about in the funda- 
mental conceptions of the respective spheres of 
organization of public health and the public care 
of the sick. 


This will occasion some economic readjustment, 
and it will be only one of the numerous readjust- 
ments in the field of economics which the hospi- 
tal of the future will have to make. With the 
rising costs of food, materials, and labor, hospital 
costs are likely to increase, thereby inevitably 
placing larger burdens upon the taxpayer and 
upon private benevolence. As you all no doubt 
realize, the time may not be far distant when 
physicians will be compensated for their hospital 
and clinic work. In spite of the hostile attitude 
of organized medicine toward any change in the 
present tradition of medical practice, there is no 
question that there is a very strong under-current 
of demand for compensation for services hitherto 
given gratuitously. No doubt there is a great 
deal to be said in favor of this attitude, which 
will become more accentuated as the social re- 
sponsibilities for the care of the sick become even 
more firmly recognized than they have been up 
to the present time. 


Effect of the New Attitude of the Public Toward 
Payment for Care in Illness 


The rapid extension of the insurance principle 
to the provision of hospital care—the phenomenal 
growth of the so-called hospital prepayment plan 
—is indicative of a new attitude of the public 
toward payment for care in illness. It may be 
availed of by those elements in the population 
which are now, by force of prevailing hospital 
policy, the recipients of hospital and medical grat- 
uities. The hospital prepayment insurance may 
in time be extended to the wage-earning classes, 
i.e., to those who are accustomed to ward service, 
and for this class of patients it may be conceiv- 
ably desirable to provide coverage for medical 
care as well. A considerable shift in this direc- 
tion may result in fundamental changes in the 
existing economic and administrative relation- 
ships. 


The widespread public adherence to the insur- 
ance principle against the contingency of hospi- 
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talization will make the hospital insurance organ- 
wations dispensers of large sums to voluntary 
and private hospitals. This will endow them with 
considerable power in shaping the policies of hos- 
pitals. In time they may supersede the self-per- 
petuating boards of trustees of our voluntary hos- 
pitals. They may even build and operate their 
own hospitals. Such eventualities can and should 
be foreseen, and a wise course charted for the 
future, so that clashes between two fundamen- 
tally sound social forces would not ensue. 


Just as the prepayment for hospital care is one 
of the most wholesome developments in recent 
years, being rooted in the fundamental desire of 
the average man to provide out of his own means 
for every exigency in life, so is the principle un- 
derlying the voluntary hospital, one of the most 
cherished traditions of the English-speaking 
world. With slight adaptations to changing con- 
ditions it will—let us hope—continue to be an 
important factor in our community life. 


There is no doubt that the future will see an 
extension of tax-maintained hospitals. An un- 
derstanding as to the wisest division of respon- 
sibility between the hospitals and clinics of each 
community is the most important orientation 
need of the present moment. On it depends the 
proper future course of hospital policy. A great 
deal of waste can be avoided by preventing un- 
necessary outlays and by safeguarding the proper 
utilization of the existing armamentarium. Each 
city will in the future have a community hospital 
board, equipped with all the requisite facts, demo- 
graphic and economic, as well as with the req- 
uisite moral force and intellectual integrity, to 
command the respect and confidence of its com- 
munity. No government agency could possibly 
wield the requisite influence so effectively as could 
such a representative citizen board, free of politi- 
cal or institutional or clique interests, bias or 
prejudices. 


Changes in Demands for Hospitalization 


Now a few words as to possible future changes 
in demand for hospitalization. The future con- 


quests of medicine and public health may conceiv-— 


ably eliminate the need of hospitals for children 
and for communicable diseases. Furthermore, 
the modern woman does much more than she 
should to obliterate the medical specialty of ob- 
Stetrics. Some of you may not realize that in 
the United States, let alone so-called effete France 
and Great Britain, the women of child-bearing 
age of the present generation do not reproduce 
themselves in sufficient numbers to insure even 
a stationary population of the future. With bet- 
ter housing facilities the mother of the future 
may prefer, as the mother of the past did, to give 
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birth to her baby at home rather than at the hos- 
pital, missing thereby some of the comforts and 
conveniences of the maternity hospital, but escap- 
ing at the same time some of the hazards of con- 
gregated maternity. While the accoucheur de 
luxe may be being pushed off the scene for lack 
of babies in the more prosperous classes, the ward 
obstetrician may be kept busy. It has been stated 
that sixty-one per cent of the babies born last 
year in this country came into families which 
were unable to maintain themselves unaided. 


As a result of a falling birthrate our popula- 
tion is aging rather rapidly. Accompanying this 
phenomenon is the increase in chronic ailments— 
cancer, arthritis, cardio-vascular-renal diseases, 
diabetes, gall bladder diseases, ulcers of the stom- 
ach, and neurological ailments. In a recent study 
of a typical community, made by the U. S. Public 
Health Service, the fact was brought out that 
while only one-third of the hospitalized patients 
suffered from chronic disease, these patients to- 
taled more than two-thirds of the total days of 
disability recorded for the surveyed population, 
and four-fifths of the total annual hospital days. 
The hospital of the future will have to recognize 
the extent and severity of chronic disability in 
the population and through tax funds or private 
benevolence, or both, provide for it on a more 
extensive and satisfactory scale than has been 
the case hitherto. 


There is a ray of hope of a diminution of the 
hospital burden of chronic disease by the way 
society has taken an interest in the reduction of 
syphilis and gonorrhea. An enormous aftermath 
of illness in all its various manifestations will be 
eliminated when these two satellites of our cher- 
ished, but threatened civilization are destroyed. 


We are ever on the threshold of enormous new 
developments in the field of medicine and surgery, 
which, as their forerunners, will no doubt have 
a profound effect on the treatment of disease. 
The new knowledge of nutrition; the development 
of serum therapy, as has recently been so success- 
fully established in the treatment of the pneu- 
monias; of chemotkerapy; of pyrototherapy; of 
substitution therapy, of which insulin is an 
example; the possible new discoveries in the treat- 
ment of cancer and other diseases, may revolu- 
tionize present-day hospital requirements and 
techniques to an extent which no one can predict. 


The hospital has always kept pace with the 
evolution of medicine and surgery and has al- 
ways endeavored to adapt itself to social change. 
It will no doubt do so in the future. Of all insti- 
tutions, whether in Middletown or in Gargantua, 
the hospital has been and will remain the strong- 
est bulwark of our civilization. 
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The Rights of the Community in Its Hospitals 


HONORABLE CHARLES N. LOVELAND 
Mayor of Wilkes-Barre, Pennsylvania 


think of us—even if we know they are wrong 
—sometimes it tends to develop the virtue of 
humility— 


l IS ALWAYS enlightening to hear what others 


“Oh wad some power the giftie gie us, 
To see oursel’s as others see us.” 


I have learned from numerous letters appear- 
ing in the “Peoples Forum” of the press, that 
those with the least knowledge of facts, are most 
confident of their ability to manage municipal 
affairs and to do it better than the constituted 
authorities. 


Perhaps a board member’s acquaintance with 
some of the hospital difficulties may give me a 
glimpse of the true picture as you experts see it 
and at. the same time grasp the depths of the out- 
sider’s ignorance. 


Considering the rapid changes which have oc- 
curred in our whole social structure in the past 
thirty years and which probably will continue to 
occur, it is wise to face the affect of these changes 
on those most important units of social welfare— 
public health, and the care of the sick and injured. 


The theory of democratic government has 
taught us that wherever there are rights there 
are consequent responsibilities; one cannot dis- 
cuss the rights of the community in its hospitals 
without bringing in the responsibilities. 


Before the Community Welfare Federation or 
Chest was established some fifteen years ago for 
our community of 200,000, only 125 people con- 
tributed the cost of maintaining all of our wel- 
fare agencies. (Today 40,000 people contribute 
more or less understandingly and more or less 
willingly. 


In some cases it may seem to require force or 
forceps to extract the dollar from the uncoopera- 
tive patient. Would it not be an interesting matter 
of research to discover whether the lack of under- 
standing in giving had anything to do with the 
unwillingness? If this were so, does the. fault 
lie wholly with the unwilling giver or partly with 
us who have knowledge of hospitals and do not 
disseminate our information? 


Developing Intelligent Interest in the Hospital 


But to return to our jump from 125 givers to 
40,000. Not only is’the number of people directly 


Presented at the meeting of the Hospital Association. of Penn- 
sylvania, Buck Hill Falls, June 2, 1937. 
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contributing tremendously increased, but every 
taxpayer of the community today must pay his 
share to the upkeep of our hospitals either 
through state taxation which brings state aid or 
through his poor or county taxes. That increases 
the number of persons who should take an intelli- 
gent interest, to 100,000. 


Years ago the public began to realize that rail- 
roads, railways, water companies, electric power, 
and telephone companies had public responsibili- 
ties different from ordinary business enterprises 
and were, therefore, called upon to submit to 
regulations with regard to their service wherever 
the community was convinced it had rights. Hos- 
pitals in those same years were perhaps too much 
thought of as a responsibility of a small group 
of physicians and generous minded citizens. To- 
day are we conscious enough of the vast number 
who have a right to know and should know more 


_about hospital operation because of their contri- 


butions and who should be able to make construc- 
tive criticism? 

The community must learn to realize that hos- 
pitals are one of the most important organiza- 
tions in forwarding that country’s welfare, not 
only in service but in research, and that the re- 
sponsibility for their maintenance and advance- 
ment is directly on the public. 


Different Viewpoints of Community “Rights” 


From my experience as an official, I have 
learned that communities do not have one single 
idea of what their rights are. A community is 
made up of many different groups and each group 
is liable to have a different viewpoint. 


One part of the community will expect from its 
hospitals the very best staff of surgeons and phy- 
sicians, the finest and most devoted nursing ser- 
vice, the best clinical equipment, and better food 
than they receive at home, for the amount which 
they contribute to the Welfare Federation with- 
out further payment. Another group is impressed 
with only one side of a hospital’s operation, like 
crippled children, and does not realize the vast 
importance of other hospital activities. Other 
groups in the community do not think of the hos- 
pital until they have landed there after an acci- 
dent and they forget it as soon as they are re- 
covered and discharged. Others think that the 
public owes them the best of care when they are 
ill, just as this same group thinks that “the world 
owes them a living.” 
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Perhaps you now realize the drift of my argu- 
ment. In municipal government, it is the duty of 
officials to explain and the right of the electorate 
to know about the policies and plans for expendi- 
ture of tax monies, the street improvements, 
traffic control, and all governmental functions. 
Is it not the first right of the community to have 
full information as to what its hospitals are doing 
to serve it, and to have true knowledge of the 
facts repeatedly presented so as to be under- 
stood ? 


Perhaps the community might wonder why a 
dispensary which handles thousands of sick and 
depressed people is in the poorly lighted cellar 
of a hospital building. If they realized that it 
was finances which caused this, possibly they 
would be more willing to help make a change. 


The public may not realize that the receiving 
offices of hospitals are so accustomed to meet 
chiseling and receive misstatements, that the ones 
in charge grow callous in their treatment of the 
applicants and may hurt many people of finer 
feelings to whom the experience of entering a 
hospital is new and terrifying. 


Nurses go out from training schools into homes, 
and in their attractive uniforms give the first 
impression that they are angels of mercy. Should 
the public blame the training when a nurse is 
found to be a human being and sometimes far 
from angelic? The community quickly hears the 
gossip concerning delinquencies while heroic de- 
votion which saves a life may be taken for granted 
and be only known to a small circle. 


A recent article in the Readers Digest com- 
ments on the effect which colors have in assisting 
the mental condition of persons, relaxing their 
nerves, and increasing cheerfulness. How much 
can convalescence be speeded by studying this 
before redecorating wards and private rooms. 


I remember in front of the bed where I passed 
through weeks of typhoid, diphtheria, tonsillitis, 
and other troubles, an old: print representing a 
little German girl with a market basket and a dog 
jumping up to be fed. Underneath was the motto: 
“Habe Geduld” (Have Patience). This little sug- 
gestion has always helped me tremendously. Hos- 
pital sick rooms cannot be littered with prints, 
but the surroundings of a patient might be con- 
sidered as a means of assisting recovery even 
more than is generally done today. 


There is no doubt of the curative qualities of the 
friendly visits of the occupational therapy aid 
and her suggestions of work which will keep the 
patient’s mind away from his troubles. Her nim- 
ble fingers and the highly colored materials which 
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she uses fit into the picture of brightening the 
patient’s surroundings. 


What effect has the out-patient department and 
especially the social service worker on the confi- 
dence of the public in its hospitals? The social 
worker should not be too much impressed by the 
attitude of the hospital trustees on the necessity 
of making collections, lest she lose her opportunity 
of making friends for the hospital which in the 
end will do more good. Wise contacts in the 
homes which she visits can help tremendously in 
building up approval of the institution which she 
represents. Each of these homes helps to form 
public opinions. 


As I have been thinking of the responsibilities 
of the head of a hospital, I have come to realize 
that he does not represent one profession, but-a 
whole group of professions. He represents the 
doctor, hotel manager, architect, builder, and en- 
gineer, and now I am suggesting that he become 
a publicity man, or even what some people might 
call, “a politician,” because he must be continually 
conscious of the attitudes of mind of the large 
number of people whose support he seeks. 


When I took office as a City Councilman in 1913, 
a friend told me I would have 60,000 bosses, and 
I have realized its truth many times. Those of 
you who are managers of hospitals do not have 
to cope with quite the same feeling of ownership 
which a citizen and taxpayer has in his city gov- 
ernment, but it would be wise for you, who have 
the responsibility of guiding the policies as well 


_ as the operations of our hospitals, to study the 


psychology of the vast number of individuals 
which make up the community, and how good or 
bad impressions can be made on them while they 
are your guests. More and more they have be- 
come the source of your income. The large gifts 
become fewer and the small gifts must become 
more numerous. 


Even in depression times millions are spent on 
beauty parlors, chewing gum, drinkables, and 
flowers at funerals. The average man usually 
manages to provide money for what he terms his 
“needs.” A better understanding by the average 
man of the value of hospital service to his com- 
munity may make him spend more for what may 
mean health, happiness, comfort, and perhaps 
even life for his friends and loved ones. He does 
not fully realize that at present this is becoming 
more and more his responsibility. 


Whatever the public may do the effort of hos- 
pitals shall always be what someone quoted to me 
concerning the endeavor of the true physician: 

“To cure sometimes, 
To relieve often, 
To comfort always.” 





The Hospital Revolution 


DAVID B. SKILLMAN, President, Board of Trustees 


Easton Hospital, Easton, Pennsylvania 


history was in the temples of Egypt 4000 

years before Christ. The priests at these 
temples were the scientists of that day. They had 
acquired some knowledge of the art of healing. 
The worshipers turned to them for physical as 
well as spiritual advice. In order that the priests 
might give more constant care to the sick, pre- 
cincts of the temples were reserved where the sick 
might lie. Almost simultaneously it became a 
teaching institution. The constant presence of 
the sick within the temple walls gave the priests 
an opportunity to make continuous observation 
of illness and the effect of treatment. Thus the 
priests learned themselves and taught others. 


This first trace of the hospital on the scroll of 


In Greece, hospitals originated in the temples 
very much as they did in Egypt. In India, hos- 
pitals are known to have been adjuncts of Budd- 
hist temples as early as 260 B. C. 


The origin of the Roman hospital was not 
church-connected. Like Roman roads and many 
other achievements of that ancient race, the hos- 
pital was an incident of far-flung military con- 
quest. Their establishment was not motivated by 
an interest in science or a desire to relieve human 
suffering, but simply to make the army more ef- 
fective. And so we find along the line of march 
buildings were erected for use as base hospitals 
where the soldiers rendered ineffective by disease 
and wounds, might be restored as promptly as 
possible to military usefulness. The most noted 
early “voluntary” hospital was built near the be- 
ginning of the Christian era in Rome itself by 
Fabiola, a lady of wealth. Fabiola was a Chris- 
tian. She built her hospital to care for the sick 
as a manifestation of Christ’s love for humanity. 
No charge was made to patients. Fabiola as- 
sisted with the nursing herself. 


Nearly all the Roman hospitals which followed, 
built by the Emperor Constantine, St. Augustine, 
and many others, were founded in the early 
church, or passed into church control. 


The next most interesting development of the 
hospital came in connection with the Crusades. 
These great expeditions, made in the name of 
Christ, were conducted with the methods of the 
savage, and entailed a terrific amount of disease 
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and countless wounds. The charitable attitude 
which these crusaders had toward those who 
shared their views and their activities, stimulated 
a desire to provide means to care for their sick 
and wounded. Along the lines of march hospitals 
were established. They were entrusted to the 
care and management of a distinctive group—the 
Knights Hospitalers. This order exists to the 
present day. They are the Knights of Malta. 
Throughout the Crusades, these Knights of the 
Hospital served the expeditions along the routes 
into the East, even unto the Holy City Jerusalem. 
These Hospitalers, returning to western Europe, 
established hospitals in many of their home cities. 
With the returning Crusaders came not only hos- 
pital ideas but something that needed those ideas 
—leprosy. That scourge of the East had been 
known in Europe for many years, but with the 
Moslom invasion welling up from the South and 
the lines of returning Crusaders crossing the con- 
tinent from East to West, this incurable disease 
reached almost epidemic proportions. It was rec- 
ognized that although an infected individual 
could not be cured, the disease would not spread 
if the infected ones were isolated and so all over 
Europe the leper hospital, or Lazaretto, named 
for the biblical leper Lazarus, sprang up. There 
were 2,000 Lazarettos in France alone. It is said 
that the total in all Europe was over 18,000. It 
was perhaps the best job hospitalization alone 
has ever done in combatting a single disease. In 
the course of a few centuries it eliminated the 
scourge from the whole continent. 


General Hospitals in the Middle Ages 


The general hospital throughout the middle 
ages and down to almost modern times performed 
the function of almshouse and insane asylum as 
well as caring for the sick and injured. The hor- 
rors of them beggar description. The famed Paris 
hospital, Hotel Dieu, is described thus: “It was 
a great stone building, badly lighted by narrow, 
dusty windows opening into long rooms, with 
rows of canopied beds. Sometimes two or three, 
or even four or five patients were put in a bed 
with no regard to the diseases they might have. 
In the halls, on piles of straw, lay others—men, 
women, and children, too. The place was inde- 
scribably dirty; it was overrun with vermin, 4 
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vile smell of filth and disease. and rotting flesh 
pervaded the building. The only operating room 
was a corner, a cubicle, or perhaps a dimly lighted 
vestibule.” 


The surgery which was performed in these in- 
stitutions was equally terrible to contemplate. It 
was only used as a last resort. Most of it was 
amputation and this was only because wounds so 
frequently resulted in death through infection. 
If the wound was in one of the extremities, death 
might be averted by cutting off the leg or arm. 
Patients to receive surgical treatment were given 
opiates and stimulants freely. Whenever pos- 
sible they were tightly tied or bound to the table 
or chair where the operation was to be performed. 
An eye witness described an operation on a 
woman thus: “At the first clear, crisp cut of 
the scalpel, agonizing screams burst from her, 
and, with convulsive struggles, she endeavored 
to leap from the table. But force was nigh. 
Strong men threw themselves upon her and pin- 
ioned her limbs. Shriek upon shriek made their 
horrible way into the stillness of the room until 
the heart of the boldest sank in his bosom, like 
a lump of lead. At length it was finished, and, 
prostrate with pain, weak from her exertions, 
and bruised by the violence used, she was born to 
her bed in the wards to recover from the shock 
by slow degrees.” 


Nursing was as debased as all the other phases 
of the hospital. Those who performed those serv- 
ices were called “nurse servants.” They were 
taken from the very dregs of humanity—women 
discharged from prison terms, worn out prosti- 
tutes, and those who, without this work, would 
become beggars or other public charges. They 
were described as “slovenly, drunken, dowdy- 
looking females, indescribably filthy.” At times, 
during the middle ages, sisters of charity had 
done nursing, but in the eighteenth and nine- 
teenth century nursing was considered so de- 
graded that the sisters who devoted themselves 
to hospital work merely supervised and sought 
to maintain discipline. 


The First Hospital in America 


The first hospital in America was established 
in Philadelphia in 1752, by the versatile Benjamin 


Franklin. It is today one of the great institu- 
tions of the country—the Pennsylvania Hospital, 
presided over by our able executive secretary, 
John N. Hatfield. At the time of its founding it 
was no different from the hospitals of its times. 
It accepted those mentally ill along with the phy- 
Sically sick. It is said that the antics of the in- 
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sane attracted many idle who gathered about the 
windows and teased the inmates. Quick to see 
their opportunities, the trustees built a fence 
about the place and charged an admission fee to 
those who enjoyed this form of entertainment. 


A hundred years or more passed after the 
founding of this first hospital in America before 
any radical change took place in the horrible con- 
ditions which I have described. 


Last Half of the Nineteenth Century Marks 
Radical Changes in Hospital Practice 


Then, in the last half of the nineteenth century 
came what may well be called the Hospital Revo- 
lution. The Industrial Revolution is a well ac- 
cepted phrase describing the radical changes 
which have come into our lives, individually and 
socially, through the great inventions and the 
advances of science during the last century. But 
perhaps even more sweeping, more radical and 
more revolutionary have been the changes in the 
hospital. Through these changes the hospital 
death rate has been reduced to a tenth of what 
it was; pain has been reduced to a minimum; the 
whole population, not just the dregs of humanity, 
avails itself of hospital facilities. 


Thousands of years had passed since the first 
patients had been hospitalized at the temples 
along the Nile and yet little improvement could 
be noted in hospital efficacy. Then came the Hos- 
pital Revolution. It consisted in the discovery 
and introduction into hospital practice of—(1) 
sanitation, broadly and with it a new conception 
of the function of the nurse; (2) anesthetics; (3) 
discovery of the bacteriological origin of infec- 
tion; and (4) antisepsis. 


In 1854, Florence Nightingale went to the 
Crimea. She found four thousand sick and 
wounded soldiers lying on four miles of beds 
which were simply bare boards on trestles. They 
were being cared for by thirty-eight nurses. The 
barracks where they lay were tightly closed. The 
floors were rotting with the refuse thrown upon 
them. Right there the first step in the Hospital 
Revolution was taken. Florence Nightingale in- 
troduced sanitation. Cleanliness, cleanliness every- 
where and fresh air and comfort. Nobody knew 
then that filth bred disease and infection, they 
thought the night air did it and so they let the 
filth lie were it fell and kept the windows shut. 
Miss Nightingale had a hard time in having her 
theory accepted but her iron will prevailed and 
she proved her case by reducing the death rate 
in the Scutari Hospital from 45 per cent to 2 per 
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cent. She returned to England in triumph to re- 
ceive the Nightingale Fund of fifty thousand 
pounds so that the light of her famous lamp 
might seek out the dark filth-filled corners in hos- 
pitals for evermore. Her most effective means 
in producing and maintaining sanitation in hos- 
pitals was through elevating the ideals of nurs- 
ing.. She transformed the conception of nursing 
from degraded drudgery to a profession of lofty 
ideals. But time does not -permit the amplifica- 
tion of this subject here. 


In 1844, even before Miss Nightingale went into 
the Crimea a young dentist, Dr. Horace Wills, in 
Hartford, Connecticut, used nitrous oxide to pro- 
duce-a harmless unconsciousness and insensibility 
to pain. Two years later, William Morton, an- 
other New England dentist, caused ether to be 


used with success in a surgical operation in the ~ 


Massachusetts General Hospital. The knowledge 
of this tremendous boon to mankind spread 
rapidly throughout the world and the second 
great step in the Hospital Revolution had taken 
place. 


The third great step was the proof of the bac- 
teriological theory of the origin of disease. This 
was the work of Louis Pasteur. His story, as well 
as Miss Nightingale’s, has been splendidly told re- 
cently in motion pictures. By Pasteur it was 
proved that disease did not come from night air, 
nor evil spirits, nor witches, but from micro- 
scopic organisms. He demonstrated how a direct 
and successful attack could be made on them and 
also how immunity could be established. Nearly 
every procedure in internal medicine was revolu- 
tionized by Pasteur’s proofs. His methods became 
generally known and came into use in the 1880’s 
and 1890’s. 


Florence Nightingale had shown the impor- 
tance of cleanliness. Ether had made surgery 
painless. Pasteur had demonstrated that disease 
came from germs and how they could be con- 
trolled, but still from the infection of open 
wounds and from post surgical infections there 
was a very high mortality. They died from blood 
poisoning. Medical men had struggled with the 
problem for ages—why did putrefaction set in 
when the skin was broken? They had used cau- 
terization or burning. They had poured boiling 
oil into wounds. They had tried many things, but 
wounds still infected. 


While Pasteur was at work in France, Dr. Jo- 
seph Lister, in Edinburgh, was wondering if the 
vast hitherto unknown world of micro-organisms, 
which Pasteur was delving into, might not be 
responsible for the putrefaction of wounds. If 
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these little creatures caused fermentation in wine, 
beer, milk, when exposed to air, why not infection 
when a wound was so exposed? Pasteur had 
shown that bacteria could be killed by heating the 
medium in which they were contained. It was 
obvious that where a man with a wound was the 
medium, he could not be pasteurized. Just at 
that time carbolic acid was being used to deodor- 
ize refuse material. Could it be, thought Lister, 
that the bad odor was removed by the destruc- 
tion of bacteria—putrefied wounds had a bad 
odor. After careful preparations and with great 
misgivings, he applied carbolic acid to an open 
wound. The first time it failed. But on the sec- 
ond try, he had a beautiful result. This was the 
birth of antisepsis. 


With the introduction of antisepsis and its re- 
finement, asepsis, the fourth great step in the 
Hospital Revolution had been taken. 


We are modern for the moment. We must 
press on. We must not permit the stagnation of 
the middle ages to immobilize the institutions 
over which we preside for a brief span. The 
malignant growth of cancer must be stopped. 
Some way must be found to prevent the sudden 
and tragic stop of heart beats in middle life. 
Pneumonia must be made as rare as hydrophobia. 
We, as lay trustees, of hospitals, cannot ourselves 
work at the solution of these problems. They lie 
in the realm of science. But we can encourage 
our doctors. As trustees we should encourage the 
scientifically minded members of our staffs in 
every possible way. We should acquaint ourselves 
with the work they are doing and the problems 
they are trying to solve. We should make it clear 
that we want the members of our staffs to inter- 
est themselves and devote their energy in the 
advancement of their science, and that we appre- 
ciate the value of having such men on our hos- 
pital staff. Thus can we make our contribution 
to the hospital of the future. 


—_——<>___—_ 





SUBSCRIPTIONS TO HOSPITALS 


The annual subscription price to 
HOSPITALS is $2.00, and is included in the 
payment of annual dues for each institu- 
tional and personal member of the Asso- 
ciation. Members may order additional 
subscriptions at the rate of $2.00 a year. 


The subscription price of HOSPITALS to 
those who are not members of the Associa- 
tion is $3.00 a year. 


Single copies may be secured for 30 cents 
a copy. 
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Gossip and Rumors in Relation to Hospital Good 
Will and Personnel Cooperation 


H. G. FRITZ, Superintendent 


Conemaugh Valley Memorial Hospital, Johnstown, Pennsylvania 


tangibles. There is much _ uncertainty 

about them. You do not have any accurate 
way of determining when you have them or when 
you are without them. 


G mi Rumors, and Good Will are all in- 


All of you have had the experience of going 
into a Board Meeting with the feeling of security 
that “all is well,” only to learn that the Board 
Members had received uncomplimentary reports 
about this and that in the hospital, and you were 
relieved when the motion to adjourn was seconded. 


Gaining the Good Will of Our Community 


I will tell you how we think we have overcome 
most of the gossip and rumors and gained the 
good will of our community. 


For some time I have followed a motto which 
I applied in this effort. The motto is: “Do not 
wait for things to happen—make them happen.” 


We did not wait for impressions to grow, we 
took a positive stand and set out to spread’ good 
impressions, good rumors, and favorable gossip. 
We feel that we have accomplished this. 


We started with our personnel. We called meet- 
ings of the various departments, and adopted a 
slogan fashioned after the three Chinese monkeys, 
who illustrate the proverb, “Hear no evil, see no 
evil, speak no evil.” We changed it to “Hear no 
gossip, see no gossip, speak no gossip.” We gave 
every employee a sales talk on the hospital and 
the meaning of professional ethics. 


Since doing that, we do not hear so much about 
the hospital at the neighborhood barber shop. 


We also informed the personnel of our further 
plans to build up the reputation of the hospital, 
80 they could cooperate by conforming their at- 
titude and efforts to the new policy. 


Our Four-Page Folder 


Next, we designed a four-page folder which was 
given each patient on admission. In this folder, 


—. 
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we made a frank statement of the rules, the 
charges, and the method of applying for charity. 


On the front of this folder, we had printed a 
letter from the management in which we told the 
patient and his relatives that they could expect 
good care and the best of service that our em- 
ployees might be able to render. We instructed 
them to let us know, while the patient was still 
in the hospital, if there was any apparent short- 
coming in this service. We also subtly explained 
in the letter that there was much in the hospital 
which they might not understand and directed 
them to ask their doctor for an explanation of 
limitations of diet and things of that nature. 


On the two inside pages; we supplied informa- 
tion about visiting hours, guest trays, nurses’ 
bills, and other items which were frequently the 
cause of misunderstandings. On the fourth page 
of this folder, we inaugurated something that was 
entirely new to our community. We provided 
space for an advance bill. Previous to this, we 
had been in the practice of giving the patient a 
bill at the end of each week rather than at the 
beginning. The advance bill is our price ticket. 


There is no other business where the customer 
makes the purchase and learns the price later. 
The merchandising houses have price tags on 
their goods. In a like manner, we give our patients 
a price tag in the form of an advance bill so that 
they have some idea of the size of the order they 
are buying and can make financial arrangements 
accordingly. 


What Our Folder Accomplishes 


We feel that this folder has done much to help 
us. It puts the patient in a mood to expect and 
look for the good and to believe that we are mak- 
ing a determined effort to give him the best serv- 
ice that is possible. 


It answers his questions about the hospital and 
takes the surprise out of his bill. 


We went further than this. There are some 
people who will not make a statement if they know 
that anyone who is better informed is listening. 
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They will make criticisms as long as their names 
are not signed. In order to take care of this type, 
we placed a box at our front door and labeled it 
“Comments, Criticisms, and Suggestions.” In 
doing this, we took away the argument that you 
have all heard: “I did not want to sign anything 
because I was afraid that they would take it out 
on my patient.” 


The Superintendent’s Letter 


We took another step and gave our public a 
voice in our affairs. We composed a letter which 
we refer to as the “Superintendent’s Letter.” This 
letter, written in the first person, is sent to the 
patient or his parents about ten days after dis- 
charge. We ask in this letter that they send their 
suggestions, comments, and criticisms. We even 
include a business reply envelope. In the last 
paragraph of this letter again we subtly suggest 
a positive stand in regard to the hospital. We 
say: “If you are a Memorial Hospital Booster, I 
am pleased. If anything seemed not right, please 
tell me about it.” More than 50 per cent of these 
letters are returned and out of those, more than 
95 per cent are what we have termed “Fan Mail.” 
They flatter us and say things about our hospital 
in words which we would be too modest to use. I 
believe their vanity is touched by receiving a per- 
sonal letter from the superintendent and their 
letters indicate an effort to return the compliment. 
I am not trying to convey the idea that we have 
a perfect hospital for any hospital superintendent 
can get the same kind of letters from his public. 
He must get them to put it in writing and sign 
their names and they will feel obligated to boost 
your hospital if for no other reason than to sup- 
port their own judgment. 


I do not think our hospital is rendering the same 
quality of service it was before we started this 
program. It is better. Every one of our em- 
ployees and nurses knows that these requests are 
placed in the hands of our patients. They know 


that the patient is given an opportunity to tell 
his story. I believe it keeps them on their toes, 
They try to turn out satisfied patients. From time 
to time, we post these letters on the bulletin 
boards in the Nurses’ Home, especially where 
nurses’ names are mentioned in a complimentary 
way. 


The Critical Letter 


When we get a letter that is critical, we check it 
with the department mentioned. 


Occasionally, we receive a constructive criti- 
cism. One of the patients recently complained 
that while everything in the way of his care was 
satisfactory, his stay in bed was made more dif- 
ficult because the ambulatory patients frequently 
went to the refrigerator and got morsels of food 
which he was not able to get because he was con- 
fined to bed. We, of course, put a stop to that. 


So, I would advise that when setting out ona 
campaign to overcome undesirable gossip about 
your hospital, you must first be introverts and 
then extroverts. There is no use in trying to fool 
the public. First, make sure your house is in 
good order and eliminate anything which would 
give your public a just complaint. I do not mean 
stop collection on your bills, or place all patients 
in private rooms. Be businesslike but tactful in 
your dealings with a patient and give enough in- 
formation so there can be no misunderstanding. 
Conditions which can be improved, must be im- 
proved, or you will look ridiculous in your effort 
to make boosters out of the community you serve. 


Telling the Hospital Story 


A large percentage of the criticisms and gossip 
which exists to the detriment of the hospital is 
the result of lack of information. Tell your own 
story, tell it through parent-teacher meetings, 
service clubs, newspaper items, and open house 
observances instead of letting the public formv- 
late its impressions from half truths. 





-— 
<——_ 





Chicago, Illinois. 





To Holders of the Bonds of the American 
Hospital Association 


The American Hospital Association desires to buy at par and accrued interest: 
$7000 of General Mortgage Bonds of the Association due 1946 
$3000 of First Mortgage Bonds of the Association due 1947 


Bondholders wishing to sell the Association all or any part of their holdings of the securities 
will please send them to Mr. Asa S. Bacon, Treasurer, 
18 East Division Street, 
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The Care of the Neurotic Patient in the 
General Hospital 


MAURICE H. REES, M.D., Dean and Superintendent 
University of Colorado, School of Medicine and Hospitals 


E. G. BILLINGS, M.D., Director Psychiatric Liaison Department* 


Colorado General Hospital 
Denver, Colorado 


ress made in that prominent and promising 

“advancing edge” of medicine, namely, 
psychiatry, the non-psychiatric physician and 
hospital administrator have been brought face to 
face with the sane, sensible, and scientific con- 
sideration of the ever present problem—the care 
of the neurotic patient in the general hospital. 


D ss the last decade through the prog- 


In this discussion we are not in any measure us- 
ing the term “neurotic patient” with any of the 
formal psychiatric connotations. We are using 
the term, as do many of the older general physi- 
cians, in the incorrect sense of indicating any per- 
son afflicted with any of the many psychogeni- 
cally determined disorders. 


In the days past the so called “neurotic patient” 
in the average general hospital was a clinical case 
scorned, at times ignored, more often, through 
ignorance, mistreated and as frequently subjected 
to useless, mutilating surgical procedures and dis- 
couraging pseudo-medical therapies. The total 
result was commonly an individual submerged in 
a rut of chronic invalidism and sociologic incom- 
petence, a loss of confidence in the well meaning 
medical profession, and a financial loss either to 
the patient, his family, or his community, and, in 
the case of a charity or semi-private hospital, he 
became a monetary and time forfeiture of no 
little significance. 


Body Disturbances May Be Repercussions to the 
Strain of Life 


The psychiatrists, internists, and surgeons 
working in a cooperative and constructive fashion, 
have shown us that the days of seeing, examining, 
and treating a patient merely in terms of his 
stomach, heart, skin, reproductive organs, en- 
docrines, etc. are past. We have learned that 
the man is an organism with organs and struc- 
tures and individual physiologic functions of those 
parts which, working together, give rise to new 
and higher functions resulting in so called men- 
tally integrated activity. Thus worries, remem- 
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brances, anticipations, insecure feelings, certain 
misunderstandings, etc., may affect the person 
all over and not merely the abstract mind sepa- 
rated from a body. Certain trials and strains of 
life may make for depression with all the body 
participations such as lachrimal gland activity, 
spasm of the pylorus, disturbed functioning of 
the bowels, loss of appetite, rapid pulse, etc., 
which are common concomitants of such a mood. 
Competent internists, particularly, tell us that 
from one third to over one half of the aches, 
pains, and disturbances in physiology they are 
called to understand and treat are but body re- 
percussions to the strain of life. We can no longer 
speak glibly of every patient ill in such a way as 
being a “neurotic.” Or, can we any longer treat 
him with optimism by those still existent, archaic 
measures arising from focusing on some one of 
the many body protests to life strains, making 
that particular innocent organ or function the 
scapegoat for the whole trouble. 


During the past two and one-half years the 
studied of the Psychiatric Liaison’ Department 
in the Colorado General Hospital have shown that 
out of every twenty-eight! admissions to the ward, 
at least one patient is suffering with an illness 
requiring the services of a physician well trained 
in psychiatric procedures. We know that on an 
average, at least two other patients of the twenty- 
eight require the aid of a physician with some 
psychiatric understanding. A recent survey” has 
shown that in Colorado during 1936, 87,770 pa- 
tients were admitted to the general hospitals 
alone. Using these figures it becomes evident that 
between 3,000 and 9,000 patients (as compared 
to the 1,580 patients admitted to the tuberculosis 
institutions of the state) admitted to the general 
hospitals of Colorado during last year, were cases, 
in part or in whole, ill as a result of personal diffi- 
culties. The significance of these figures if viewed 
only from the financial point of view is astound- 
ing,’ and if considered in more broad medico-soci- 
ologic terms, may be considered as indicating that 


*The Psychiatric Liaison Dept., financed by the Rockefeiler 
Foundation, is a division of the Dept. of Psychiatry of the 
University of Colorado School of Medicine. 
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one of the most pertinent problems of the general 
hospital staff is the understanding, care, and treat- 
ment of the medico-psychiatric case. 


Elaborate Facilities Not Needed to Treat 
“Neurotic Patient” 


It is frequently said that in order to treat ade- 
quately the so called “neurotic patient,” many 
elaborate facilities not common to the average 
general hospital are needed. In our experience 
this is not true. In so far as the physical aspects 
of the hospital are concerned, there should be 
available— 


1 One room per thirty bed ward, equipped with 
windows that cannot be opened wider than six 
inches top and bottom and preferably made of 
small panes set in steel casements. This simple 
and inexpensive precaution makes it possible to 
protect the delirious, depressed, and possibly sui- 
cidal patient from accidentally or impulsively pre- 
cipitating himself from the room. In 1934-35 six 
patients were injured as a result of such falls in 
the Colorado General Hospital. During the last 
two years, with the installation of such rooms and 
the additional education of our staff no accidents 
have occurred. A precaution of this nature not 
only affords the patient protection, but may save 
the institution litigation, and certainly makes for 
more ease on the part of the staff, thereby in- 
creasing their therapeutic efficiency. 


2 Apparatus for the giving of continuous neu- 
tral baths, though not an absolute prerequisite, 
is a necessary ddjunct to the treatment of the 
psychiatric case and is very valuable in the symp- 
tomatic therapy in many organic disorders. 


3 Opportunities for the patient to have direc- 
tion in constructive activity such as craft work, 
assisting in the upkeep of the hospital ward, yard, 
etc., are indispensable. Occupation for the patient 
of this category is of paramount importance in 
aiding the patient to sublimate his more personal 
difficulties, thus making him more amenabie to 
symptomatic and causal therapies. From the 
administrator’s point of view, the real essence in 
substituting constructive and rehabilitating ac- 
tivities for the interfering, self-scrutinizing, pre- 
occupation is that therapeutic responses are bet- 
tered and convalescences shortened. 


Physician Should Be Able to Diagnose Personal 
Disturbances As Well As Organ Dysfunction 


Including the few physical aspects of the gen- 
eral hospital necessary for the adequate treat- 
ment of the medico-psychiatric case, by far the 
most important requisite is that the nursing and 
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medical staff understand personality functioning 
in health and disease. To illustrate this point 
without indulging in a lengthy discussion, a clini- 
cal case admitted to the Colorado General! Hospital 
will suffice. 


R. S. (House No. 28684) aged 30, five years 
married and the mother of a one year old child, 
was admitted 11-30-35, complaining of pain in the 
abdomen, discomfort in the neck, and precordium, 
fatigue, weakness, “chills,” and inability to 
do her work. This woman, at great expense to her 
and ultimately to several physicians and hospitals, 
was treated over a period of five years for gastric 
ulcer, appendicitis, and pelvic disorders that never 
existed. She was operated on twice, threatened 
with a thyroidectomy, and as a result had become 
an insecure, chronic invalid, unable to care for 
her child and home. This woman, for the first two 
and one half weeks in the hospital, because of the 
traditional methods of history taking, was never 
given a chance to explain her symptoms or to elu- 
cidate the development of her illness. A few com- 
plaints were taken and then a long and expensive 
series of x-ray, laboratory examinations, and spe- 
cial consultation ensued, but revealed no explana- 
tion of the problem. Two hours of the time of a 
physician willing and able to understand personal 
difficulties as well as organ dysfunction, revealed 
that this woman was reacting to some simple 
problem of ordinary life, that the symptoms ref- 
erable to certain body segments were only mani- 
festations of physiologic participation in emo- 
tional tension. Following the historical develop- 
ment of the illness in terms of life situations she, 
without any other aid, was capable of understand- 
ing her complaints for the first time. A few simple 
and non-time-consuming discussions regarding 
more healthy means of managing her life, and 
for the purpose of clearing up some misunder- 
standings leading to uneasiness and tension, re- 
turned this woman to a healthy status. She has 
remained well for two years except for an occa- 
sional cold, accidental or common intercurrent 
infection. Only one week and a half was required 
by the physician last in charge of her to work 
out the problem and send her home “under her 
own power.” 


This case points to the most important item 
in the care of the psychiatric case in the general 
hospital. This very pertinent integrate is simply 
that the nursing and physician staffs of our hos- 
pitals have an understanding of human nature, 
the physiology of the person as a whole, and not 
to be too obsessed with the need to explain every- 
thing first or only in terms of diseased organs. 
To date, no hearts or stomachs have applied for 
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admission to our hospital. Some living, think- 
ing, remembering, anticipating man, woman, or 
child walked in with those misbehaving viscera. 
Often the viscera were at fault but nearly as 
frequently they were only participants in a so- 
ciologic, economic, and personal drama of every- 
day life. 


It therefore seems imperative that in our medi- 
cal schools today we teach the future physician 
(1) to take a complete history of the complaint in 
terms of the setting in which the complaint be- 
came apparent, evaluate the personal and situa- 
tional factors modifying or amplifying it; and 
(2) how to treat the person as a total person with 
biologic, temperamental, and intellectual attri- 
butes capable of modification. 


The increase in mental sickness in the United 
States is resulting in a dilemma of great signifi- 
cance. If this coming year some plague should 
incapacitate 3,000 to 9,000 individuals in the State 
of Colorado, we would do something about it. Yet 
next year there will be that number of psychiat- 
rically incapacitated persons admitted to our gen- 
eral hospitals in the state. To wait until these 
individuals are eviscerated, so profoundly inval- 


ided that they can never pull themselves up to an 
efficient level again, or to wait until they are ten 
years hence admitted to our mental hospitals, is 
not an economical or common sense approach to 
say the least. The prevention of the so called 
“neurotic” syndromes is to be found in the general 
hospital that recognizes the true nature of the 
disorder, treats it judiciously, and through these 
procedures, teaches the people of the community 
a workable mental hygiene. 
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American and Canadian Hospitals 
(Second Edition) 


A complete hospital directory of the Hospitals 
of the United States and Canada, a reference book 
of historical statistical and other valuable infor- 
mation regarding hospitals and related institu- 
tions. Published under the auspices of the Ameri- 
can Hospital Association, the Catholic Hospital 
Association of the United States and Canada, the 
American Protestant Hospital Association and the 
Canadian Hospital Council. A volume of 1450 
pages bound in cloth, published by the Physicians 
Record Company, Chicago, Ill. Price $10.00. 


The Second Edition of American and Canadian 
Hospitals is more complete in detail and better 
arranged than the first publication. It gives a 
complete review of the location, bed capacity, 
character of service and control, with the names 
of the Presidents of the Board of Trustees and 
Medical Staff, and the administrator of the hos- 
pital with other pertinent data. 


The volume lists the hospitals by states and 
provinces and is carefully indexed. The special 
hospitals are listed in the same manner and under 
a Separate division. 

Another feature is the chapter on Hospital Or- 
ganizations, and functions and funds closely asso- 
ciated with hospitals. It is a valuable reference 
work carefully and authoritatively compiled and 
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will be a welcome addition to every hospital 
library. ; 


Honorable William F. Montavon in an 
Address Before the Catholic 
Hospital Association 

“In recent years, as a nation, we have been ad- 


vancing with rapid strides in the enactment of 
social legislation, the full implications of which 


are not yet apparent. This legislation affects 
Catholic charitable institutions in many ways. 


“The old-age benefit provisions exclude the em- 
ployee of a non-profit charitable hospital while it 
includes the employee of the hospital operated for 
profit. The charitable hospital pays tax on sup- 
plies, while the public hospital does not. 


“Under these circumstances it becomes the duty 
of hospital authorities to keep constantly in- 
formed regarding legislation We have heard 
much about legislation to provide medical service 
for the underpaid and health insurance for those 
who can afford it. 


“Such legislation might be a boon to the poor 
and to the charitable hospital; on the other hand, 
it might bring monopoly subsidized by the gov- 
ernment in the direction of the public health serv- 
ice and thus take from the charitable hospital an 
important field. The time to influence legislation 
is not after its enactment, but before.” 
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The Surgeon and His Anesthetist 


HAROLD L. FOSS, M.D., Surgeon-in-Chief 


Geisinger Memorial Hospital, Danville, Pennsylvania 


a major operation was administered for an 

operation on an Eskimo woman, in the most 
northern hospital in the world, with a gold miner 
as an assistant and an ex-bartender as the anes- 
thetist. That was over twenty-five years ago. 


T= first anesthetic ever given for me during 


In performing some thirty thousand operations 
I have had anesthetics administered by every 
type of professional anesthetist, male and female, 
good, bad, and worse. In the past twenty years 
I have seen the profession of the nurse anes- 
thetist advance from its meager and inauspicious 
beginning to its present state of high esteem, and 
manifold efficiency, to take its place among the 
finest callings open to womankind. I have no pa- 
tience with those who would drive the nurse an- 
esthetist from the field. They are on the wrong 
track and, I am sure, will get nowhere and should 
not. 


The Teamwork of the Surgeon and the Anesthetist 


I have been asked to speak on the subject of 
“The Surgeon and his Anesthetist.” Perhaps 
some of you will write some day on “The Anes- 
thetist and her Surgeon.” We are a close co- 
operation, an intimate team, we must stick to- 
gether, and so are privileged to write about each 
other and discuss each other as intimately and, 
perhaps, as personally, as we like. 


Do we always work together as closely as we 
can? Do we always work with complete and mu- 
tual understanding? Generally speaking, I should 
say we do, but the stress of the operating theater, 
the great tension under which we work, the com- 
pletely unique type of human endeavor in which 
we are engaged, with all its attendant and mani- 
fold anxieties, frequently stand in the way of our 
sufficiently appreciating the position, responsi- 
bilities, and the viewpoint of each other. Our 
faults, such as they are, are common to both. 
Both of us, at times, are impatient, intolerant, 
perhaps quite inconsiderate. But the surgeon is 
by far the greater offender. When exasperated 
he often, too often no doubt, speaks his mind, and 
blows off excessive steam to his temporary relief, 
perhaps, but surely never to his permanent bene- 
fit. The anesthetists, on the other hand, must 


Presented at the meeting of the annual convention of “the 
Pennsylvania Association of Nurse Anesthetists, Buck Hill Falls, 
Pennsylvania, June 2, 1937. 


24 


keep still. Ethics, an often badly abused term, 
compel her to repress her emotions and say 
nothing. 


What then do we expect of each other and by 
the same token, what do we not expect, or at least 
most decidedly do not want? 


What the Surgeon Expects of the Anesthetist 


The surgeon expects, and usually finds, in his 
anesthetist, a keenness of mind, an alert intelli- 
gence, a loyal, faithful, self-effacing, efficient de- 
votion to the job in hand rarely equaled in any 
other field. The anesthetist’s function is to ren- 
der her patient insensible to pain by a skilled 
handling of that God-given gift, anesthesia, to 
the safe administration of which she is devoting 
her life and this obligation she usually meets. 


What the Anesthetist Expects of the Surgeon 


And what does the anesthetist expect and 
none too frequently gets. I believe I know, 
yet in twenty-five years of an active surgical 
practice I do not recall ever hearing an anes- 
thetist speak of it, at least, out loud. I believe 
she desires of her surgeon, patience, considera- 
tion, and an understanding of the multitudinous 
and varied difficulties of her job. She wants en- 
couragement, helpful and constructive advice, 
criticism when she is wrong, and a word of ap- 
probation when she is persistingly doing what she 
and everyone else in the operating room knows 
to be an especially fine piece of work. She wants, 
in other words, cooperation, and so does the sur- 
geon. When these two, as they very frequently 
do, have a life in their hands and the man on the 
table is as near death’s door as he ever will be 
until his last, great day, that term, cooperation, 
has a significance not attached to it in any other 
field of endeavor the wide world over. 


The Qualifications of the Nurse Anesthetist 


Some time ago I was asked to speak to a group 
of nurses on the subject of “How as a Surgeon 
do I Judge a Nurse.” In listing the qualifications 
I felt most essential, I placed at the head, “alert- 
ness,” and this would apply equally well as the 
most important of essential qualities to the nurse 
anesthetist. I want a wide awake, quick think- 


HOSPITALS 





ing, alert type of nurse anesthetist, one who reads 
pooks and journals devoted to anesthesia, who 
attends meetings and clinics, visits hospitals and 
studies the methods and technics of others, is 
abreast of the time, constantly, and, often well in 
advance of it. She is the kind all surgeons like. 


The ideal nurse anesthetist is always kindly 
and sympathetic and interested in every patient, 
almost as if she were a relative. She visits the 
patient before and after the operation. She is 
pleasant and cheerful in spite of the frequent 
and unparalleled strain of the operating room. 
A truly great nurse anesthetist would have all 
the qualities set forth in Kipling’s “IF.” That is 
a large order you may say, but I know anesthet- 
ists who fill it. In fact, I have two in my own 
hospital. 


Changes in the Administration of Anesthetics 


We have witnessed great changes taking place 
in administration of anesthetics in the past 
twenty years. Improved apparatus and new 
drugs have greatly facilitated the giving of anes- 
thetics. It is a far cry from the old marine 
sponge and mask first used by Morton in 1846, 
and which now reposes in the museum of the 
Massachusetts General Hospital, to the modern 
anesthetizing apparatus, costing some eight or 
nine hundred dollars with all its gadgets and 
gauges and resembling the instrument board of 
a modern transport airplane. 


I would sum up our conclusions, as far as the 
different anesthetics and their relative efficacy 
from our own experience in the past twenty years 
in the Geisinger Memorial Hospital about as fol- 
lows: 


Open Drop Ether 


While only occasionally used, open drop ether 
still has a definite place. Nothing has ever been 
produced to excel it, particularly as far as safety 
is concerned, but it has certain disadvantages. 


Ethylene 


Ethylene, which we used for years and like 
very much, has been discarded because of the 
hewer cyclopropane which is much more satisfac- 
tory in that it produces deeper anesthesia, in a 
shorter space of time, and has the overwhelming 
advantage with which you are all familiar, that 
it can be administered with a high percentage of 
oxygen. We are using it more and more and be- 
lieve it is an anesthetic which has come to stay 
unless replaced by something very much better. 
Practically all of our ether inductions are started 
with it and many operations are completed en- 
tirely with cyclopropane. 
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Spinal Anesthesia 


Spinal, which was very popular with us, and 
which we have used some four thousand times, 
is gradually being replaced except for operations 
well below the level of the umbilicus. For opera- 
tions on the bladder, the pelvis, operations on 
the extremities, perineum, and lower rectum it 
is an anesthetic par excellence. No one can ques- 
tion its safety. Some time ago, we studied a par- 
allel series of four thousand consecutive opera- 
tions which were performed below the diaphragm. 
Half of the operations were performed using 
ether and half using spinal anesthesia. The mor- 
tality was better for the spinal series. The mor- 
tality during the first twenty-four hours was in- 
finitely better for the spinal series. The operat- 
ing room death mortality was incomparably bet- 
ter for the spinal series. However, the anesthetic 
must not be used routinely. It is not so satisfac- 
tory in the upper abdomen unless given in too 
massive doses. 


Pentothal Sodium 


Pentothal sodium, given intravenously, we are 
using with caution but like it particularly in the 
short operations and especially well in the reduc- 
tions of fractures and dislocations. Nitrous ox- 
ide is always a satisfactory anesthetic in short 
procedures, and as an induction for ether. It is 
an anesthetic par excellence, preceded by a basic 
barbiturate, in thyroid work. 


Rectal Anesthesia 


Rectal anesthesia with avertin and similar 
drugs we feel has a limited field especially in op- 
erations about the jaw, trachea, larynx, etc., 
when it is the desire to have the anesthetist out 
of the way. In our obstetric department, rectal 
anesthesia, Barb-Eth-Oil, 60-80 ccs, and preceded 
by nembutal grains 714 is proving satisfactory. 


Local Anesthesia 


Local anesthesia, we feel, should be relegated 
to the limbo of forgotten things. To subject a 
patient to an operation, say for a hernia, and to 
the anxiety and mental strain of being subjected 
repeatedly to innumerable needle punctures when 
he can be rendered totally insensible to pain with 
a little gas or spinal is, I feel, inconsiderate, yet 
volumes have been written about local anesthesia. 
There are today too many excellent general anes- 
thetics, which are entirely safe, easily given, and 
free from untoward effects, to bother with a local 
anesthetic with all its attendant psychic effect, 
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which may be quite unknown to the surgeon, yet 
remains as a ghastly memory to the patient as 
long as he lives. 

I was trained in an operating room where, for 
fifty years, all anesthetics have been, and still 
are, given by nurses, the Mayo Clinic at Roches- 
ter, Minnesota. For twenty-two years at the 
Geisinger Memorial Hospital all of our anesthetics 
have been given by nurses. I have come to de- 


pend fully and implicitly on these highly trained, 
experienced, and capable young women. They 
are as important to us as any member of the 
staff and as invaluable. It seems only at times 
like this that we pause long enough to thoroughly 
appreciate how much they have meant to the doc- 
tor, to the surgical patient, to the hospital, and 
to the general and progressive advancement of 
the science of modern surgery. 





The Hospital for Sick Children, London 


The oldest children’s hospital in England was 
opened on St. Valentine’s Day, 1852. It was 
opened by Dr. West at 49 Great Ormond Street, 
and ten little patients were received. It rapidly 
outgrew these meager accommodations, and later 
in the year, at a public dinner over which Charles 
Dickens presided, No. 48 Great Ormond Street 
was taken, increasing the accommodations for 
seventy-five children. 


In 1872 the first hospital was built, and the 
foundation stone laid by Queen Alexandria when 
she was Princess of Wales. On March 17, 1937, 
the Princess Royal laid the foundation stone of 
the new hospital which will accommodate three 
hundred patients. Each unit will contain ten 
cots, six of these being in a ward and four being 
single cubicles. The entire block will be com- 
‘pleted by the middle of 1938. 


The Hospital for Sick Children, as it will appear when completed 
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Approaches to the Problem of Alcoholism 


TRACY J. PUTNAM, M.D., and MERRILL MOORE, M.D. 


Neurological Unit of the Boston City Hospital and the Department of Diseases 
of the Nervous System, Harvard Medical School, Boston 


ton City Hospital in 1865’, Mayor Amory re- 

marked: “. . . But the respectable poor, vir- 
tuous, neat and well-conducted should not be 
subjected to the daily intercourse with the profli- 
gate, who by intemperance and vicious indulgence, 
have degraded themselves to the level of the 
brute; whose unseemly habits, profane and rude 
conversation, would soon drive all others away. 
For their convenience these apartments were 
never intended, but both City and State have made 
other provisions. The government should be firm 
in declining to receive them, in compelling their 
removal when inadvertently admitted.” 


l’ HIS ADDRESS at the dedication of the Bos- 


Apparently this prudent counsel was found diffi- 
cult of application, for references to the problem 
continue to recur in later Annual Reports. That 
for 1878’, for example, remarks “But . . . there 
are other classes of people who are . . . victims 
of their own vices with alcoholism or injuries 
from drunken quarrels or accidents, who infest 
the Hospital and whose conditions at the time of 
application makes it inhumane to raise any ques- 
tion as to their admission. For all such, certainly 
there can be no doubt that the City should be 
repa.d under the law, for the cost of their care.” 
(There is, however, no record that repayment was 
made.) 


A distinct change is observable in the policy of 
the hospital in 1879, for the Annual Report 
states: “The policy of its (the Hospital’s) man- 
agement, as the Trustees are aware, has been the 
definite one of endeavoring to meet in every way 
practicable the wants of the public, for whom 
the Hospital exists, by the admission of all per- 
sons who have any claim upon it for medical aid 
and treatment. 


“None have been éxcluded, because of the na- 
ture of the disease, except cases of small-pox and 
most of the forms of acute and chronic venereal 
diseases. . . Cases of chronic and incurable 
diseases have been liberally cared for when sus- 
ceptible of benefit by temporary treatment... . 


—____. 


This is Number One in a series of lectures on alcoholism, 
Tecently given at the Boston City Hospital, and sponsored by 
the Social Service Committee of the Boston City Hospital, and 
the Advisory Committee for the Study of Alcoholism, sponsors 
of the W. P. A. Alcoholism Survey. 
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The same has been true of cases of alcoholism and 
delirium tremens needing remedial care, and, 
doubtless, many lives have been saved by early 
treatment, by encouraging the early bringing to 
the Hospital by the police department of all doubt- 
ful cases, in which injury or disease might be 
mistaken for intoxication, and by avoidance of 
confinement in the tombs and the unavoidable 
delay which formerly occurred in giving proper 
care, when such cases were as a rule, conveyed 
to the Hospital at Deer Island.” 


Again in 1884,* the superintendent’s report re-. 
marks: “One hundred and sixty-eight cases of 
alcoholism and delirium tremens have been re- 
jected. Such cases are in all respects unsuitable 
for any ward in a general hospital. We have no 
ward devoted to such cases, and if admitted, their 
noisy and delirious condition brings harm to other 
patients. These cases should be sent to institu- 
tions under the care of the Boards of Directors. 
Many of them, however, apply at a time when it 
is impractical to send them to the Islands, and 
rejection perhaps involves the life of the patient. 


“A special building should be provided, where 
they may be isolated and receive proper care. 
An organized hospital like this, with an annexed 
ward of suitable character, could probably treat 
alcoholism more effectively and more economically 
than a special infirmary, but under no other con- 
ditions is it possible to treat them here. Cases of 
intoxication, mistaken for cases of illness or in- 
jury, have been refused; always, however, left in 
charge of some responsible person.” 


In 1893,° the complaint recurs: “We have. . 
no proper place in which to put the large number 
of alcoholic cases, which, in spite of our rules, we 
are compelled by humanity to admit.” 


When the three-story building on Albany 
Street, containing the isolation wards then desig- 
nated K, L and M was erected in 1904, it was 
specifically stated that it was to be used for “pa- 
tients not desirable in an open ward, and who are 
not alcoholic.’ 


Thereafter, few references to’ the problem of 
alcoholism are found in the Annual Reports, but 
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RATIO OF ALCOHOLIC ADMISSIONS TO TOTAL HOSPITAL ADMISSIONS 
AT THE BOSTON CITY HOSPITAL, 1864 TO 1936 
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Charts 1 and 2 show what happened to the rule 
against the admission of alcoholic patients. From 
about 1910, apparently little effort has been made 
to limit the number of admissions for drunken- 
ness. The fluctuation in the number of cases 
which roughly reflects the converse of the gen- 
eral economic situation, the sharp drop during 
the early years of prohibition, the gradual rise 
thereafter, and the staggering increase in admis- 
sions for alcoholism in recent years will afford 
no surprise to any one who has the slightest ac- 
quaintance with the subject. There has been a 
striking increase in the number of deaths, as 
shown in Chart 3. 


A fundamental change of policy on the part 
of the hospital has become evident in recent years. 
A new sense of responsibility for the care of ine- 
briates has been shown, first, by the designation 
of a special ward for them under charge of Dr. 
John Foley, and, second, by inception of a broad 
investigation at the hospital and at the Hay- 
market Square Relief Station under the auspices 
of the Works Progress Administration. 


The Future of the Study of Alcoholism 


There can be little doubt that the moralistic 
viewpoint toward alcoholism on the one hand, and 
the enormous profits realized directly and indi- 
rectly from the sale of alcohol on the other, have 
tended to obscure the medical, sociological, and 
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legal problems which it involves. So tangled are 
the motives for and the results of drinking that 
it sometimes seems impossible to sort them out. 
In moments of discouragement we should not 
forget that the study of practically all diseases 
had progressed against similar odds at one time or 
other. In Biblical times illness was generally con- 
sidered retribution for sins committed, even 
though they might not be in evidence, as Job’s 
good friends reminded him; and the same moral- 
istic point of view persists in many primitive 
tribes today. It is not much over a century ago 
that insanity was considered a punishable offense, 
and we are only just coming to regard the prob- 
lem of control of venereal diseases objectively. 


The medical aspects of alcoholism may be ap- 
proached on various levels. In the first place, the 
methods of making the diagnosis of acute intoxi- 
cation are far from satisfactory. Most doctors 
still employ the criteria which we own in common 
with the police court, namely, the smell of alcohol 
on the breath, difficulty in articulation, and devia- 
tion in walking. This is all well as far as it goes, 
but in difficult questions of responsibility for auto- 
mobile accidents, and in cases of unconsciousness 
or delirium, it is by no means enough. Many 4 
fellow with a clot on the brain or in diabetic coma 
has been allowed to die in the past because some- 
one reported an odor of alcohol about him.’ A 
step forward has been taken by the introduction 
of methods of determining the alcohol content 
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of blood, urine, saliva, and expired air. But these 
procedures, while of unquestionable value, are 
still so new that they cannot be considered as ac- 
cepted or standardized. They have, for example, 
as yet no legal standing. At this hospital, Dr. 
Sydney Selesnick is conducting a comparative 


study of the methods available to determine their . 


uses and limitations. 


A closely related subject is the physiology and 
pharmacology of alcoholic intoxication. Our data 
as to the concentration of alcohol in the body 
fluids in relation to the degree of intoxication is 
still incomplete. We know even less about the 
process of breakdown and elimination of alcohol. 
With more information in regard to subjects, it 
is more than possible that we might be able to 
devise means of accelerating the removal of alco- 
hol from the body or its breakdown. Dr. Selesnick 
and Dr. Robinson® have suggested a method of 
accelerating its elimination through the lungs, 
and Miss Mildred G. Gray is now at work attempt- 
ing to find chemical measures to hasten its de- 
struction. This has already been accomplished 
experimentally and the practical application might 
prove of considerable importance. Not only would 
there be a great economic advantage in shorten- 
ing the period of hospitalization, but in cases in 
which more serious diseases are complicated by 
intoxication, the elimination of the latter factor 
might often be a life-saving measure. 


The Problem of Chronic Addiction 


Even more important than acute alcoholism, 
which is ordinarily a self-limited disease, is the 
problem of chronic addiction. This is readily di- 
vided into two parts, one the purely medical 
effects, the other the psychiatric and social causes 
of the habit. To approach first the physical as- 
pects, the number of chronic diseases which are 
produced by alcoholism is large. They include 
gastritis, cirrhosis of the liver, neuritis, and cer- 
tain chronic psychoses and organic diseases of 
the brain. There has been a renewed interest in 
them of late and it appears that most of them 
are due to a combination of dietary deficiency and 
the persistent ingestion of alcohol. With the new 
knowledge of the properties of the vitamins, con- 
siderable progress has been made in the treat- 
ment of such conditions, many of which were 
formerly considered hopeless. Recent publications 
from the laboratories of Dr. George R. Minot and 
his co-worker, Dr. M. B. Strauss, emphasize the 
importance of dietary factors. 


Far less satisfactory is our grasp of the physi- 
cal and psychological factors which causes addic- 
tion. We do not even know that there are physi- 
cal factors, though they may be suspected to 
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exist. The psychological background of alcoholics 
has been the subject of considerable study, but 
evidently not enough, for it has led to relatively 
little of practical value. One difficulty unques- 
tionably lies in the fact that different addicts 
drink for different reasons. But we have no choice 
except to continue the inquiry, and to hope that 
the more accurate and systematic methods of psy- 
chological investigation which we now possess 
will take us further than the more empirical old 
ones. Further, the investigation of the social and 
cultural background of inebriates has never re- 
ceived the attention that it should. The attitude 
adopted by European public health authorities 
toward the medical problem of alcoholism is far 
advanced beyond our present limited grasp of the 
total situation.’ 


A better understanding of the causes of addic- 
tion is a prerequisite of any intelligent treatment. 
No physical or chemical treatment so far devised 
appears to hold out any promise, but it is con- 
ceivable that some medication could be found to 
mitigate the craving. Psychological treatment 
has proved of great value in isolated cases, more 
often than is generally realized, but it is extraor- 
dinarily difficult to apply to a hospital popula- 
tion. Some encouraging results have been ob- 
tained by treatment in groups or classes, and this 
method is worth further trial. 


We have inefficient knowledge of the social and 
environmental origins of alcoholism. A significant 
proportion of inebriates come from homes broken 
by the absence of one of the parents. Alcoholism 
is more common among some races than among 
others. For example, it is more common among 
the Irish than among the Jews. Certain neigh- 
borhoods appear to have an unduly high incidence 





CHART SHOWING NUMBER OF PATIENTS REFUSED ADMISSION TO 
THE BOSTON CITY HOSPITAL ON 
ACCOUNT OF DELIRIUM TREMENS AND ALCOHOLISM, 1866 - 1917. 
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of alcoholism. Again and again in any study of 
the subject we encounter economic forces too fun- 
damental and mighty to be dealt with by any 
medical means. 


The number of persons suffering from alcoholic 
psychoses in Massachusetts has reached an ex- 
tent where state hospital facilities are inadequate 
to provide long term custodial care." 


Limited as the opportunities are for correcting 
the environment it is important to establish and 
collect the facts against the time when the situa- 
tion becomes so intolerable as to demand political 
action. 


No investigation of the problem of alcoholism 
would be complete without a consideration of its 
legal and correctional aspects. Many of the ine- 
briates brought to the hospital are “repeaters” 
who make the rounds between the jail and the 
ward with discouraging regularity. There is at 
present no satisfactory institution to which such 
cases can be sent. Two formerly existed, but they 
were converted to other uses during the prohibi- 
tion era, and we are now without resources, at a 
time when the problem is greater than ever be- 
fore. A technique of court procedure and of cus- 
todial care should be carefully worked out on a 
realistic and factual basis, with due regard to the 
cost to the public. Such an investigation is also 
embraced in the Works Progress Administration 
project. From what we already know, it appears 
plain that while a few cases of addiction are due 
to a defective individual organization, physical or 
psychological, a far greater number are produced 
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or aggravated by social conditions, and society as 
a whole cannot refuse to accept responsibility for 
the results. 
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Fourth Convocation of ACHA 


College of Hospital Administrators promises 
a program of wide and varied ——— to 
hospital directors everywhere. 


T= Atlantic City meeting of the American 


The Program 


The general session will include a presentation 
of the revised and final report of the Committee 
on Training Hospital Administrators under Dr. 
Malcolm T. MacEachern, chairman, the discussion 
of this report to be conducted by Father A. M. 
Schwitalla; the announcement of future plans and 
policies to be pursued by the college and other 
topics bearing upon hospital administration and 
organization by authorities in the field. 


Business Session 


All fellows and members are urged to attend 
the business session, when the revised constitu- 
tion and by-laws will again be submitted for vote 
by the membership. This meeting will also af- 
ford the members an opportunity to learn what 
the college is accomplishing, the status of the 
budget, and the answers to other pertinent ques- 
tions which the membership may raise. At this 
meeting the report of the nominating committee 
will be received and new officers will be elected. 


Advancement 


Candidates for advancement from member- 
ship to fellowship, who have satisfactorily com- 
pleted their theses, will appear before the Board 
of Examiners, in the convention city, for final ex- 
amination prior to the convocation exercises. 


New Members and Junior Members 


The Credentials Committee held a meeting at . 


college headquarters on July 31 and August 1, to 
pass upon applications for membership and junior 
membership which were received during the year. 
Notices of the committee’s action in accepting or 
rejecting applicants are being mailed to candi- 
dates as promptly as possible. 


; To the newly elected the college extends greet- 
Ing and holds itself ready to serve you wherever 
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‘administrators. 


and whenever possible, either through the fellows 
and members or through the office of the execu- 
tive secretary. We ask you to remember that our 
organization will grow and be of value in direct 
proportion to the activity, interest, and support 
which you bring to the college program. 


This year marks the introduction of a new and 
important group in the college structure, namely, 
the Junior Members. The motivating purpose of 
the men and women who organized the college 
was the elevation of the entire field of hospital 
administration through improved educational 
measures. The college was never intended to pre- 
sent a “closed shop” comprising a select few of 
the better trained and more experienced hospital 
In fact, it is this group of able 
men and women who are reaching out through 
ACHA leadership to pave the way for raising the 
general level of the hospital administrative field. 
Therefore we welcome you into the college with 
pleasure, believing that your membership is indic- 
ative of an earnest desire to progress and ad- 
vance your qualifications for administrative work. 


Institutes and “Refresher” Courses 


The executive committee held a meeting at 
ACHA headquarters on July 31, to discuss imme- 
diate college projects. Particular interest cen- 
tered upon organizing institutes or “refresher” 
courses to be given in a number of sections of the 
country during the coming year. These insti- 
tutes will be held during the week or ten days 
immediately preceding a selected number of the 
sectional meetings of the American College of 
Surgeons or those of the State Hospital Associa- 
tions. 


New Office Established 


The home office of the college was opened on 
July 1, where Mr. Gerhard Hartman, newly ap- 
pointed assistant executive secretary, will be 
pleased to discuss college plans and problems with 
you. When in Chicago feel free to call at the 
ACHA office—Eighteen East Division Street. 


The complete program for the Atlantic City 
meeting will appear in the September issue of 
HOSPITALS. 





Hospitiology 


The Fields and Program of Hospital Service, Hospital 
Administration and Hospital Planning 


J. J. GOLUB, M.D., Director 
Hospital for Joint Diseases, New York City 


scribe an emerging profession and to find a 

name for that profession. The profession 
would include the art and science of (a) hospital 
service, (b) hospital administration, and (c) 
the special architectural and engineering features 
involved in hospital planning, construction, and 
equipment. After careful study and description 
of the three aspects of the profession, the ques- 
tion arose, “What shall the profession be called?” 
The answer was found in the suggestion here made 
that it become known by the neologism, “hospi- 
tiology.”” 


Te PURPOSE of this discussion is to de- 


The need for coining a new word may be ques- 
tioned, but there are several reasons for it. No 
known word or group of words seem to connote 
satisfactorily the desired meaning. The term “‘hos- 
pital service” means service and performance 
(not unlike what is expected of and understood 
by water service or telephone service or the ser- 
vice furnished by any public utility). The term 
“hospital administration” means internal institu- 
tional management. Neither of these terms im- 
plies a branch of learning and a profession that 
include collecting, analyzing, correlating, and in- 
terpreting facts. Then, again, “hospital service” 
and “hospital administration” do not suggest 
study or research in their own fields and in fields 
related to or affecting hospitals or the commu- 
nity’s plan and program for hospital require- 
ments. It does seem, therefore, that a word is 
needed that would have this comprehensive mean- 
ing, and would, in addition, make it possible to 
refer to and think of the three fields—namely, 
hospital service, hospital administration, and hos- 
pital planning—by means of one word. With fre- 
quent usage, a new word would take its place in 
the vocabulary. 


Several possibilities for such a word were con- 
sidered, such as, “hospitalics,” which has its anal- 
ogy in economics and mathematics; “hospesiol- 


1From the Latin “hospitium” meaning the place where a guest 
is received. 
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ogy,” which is derived from “hospes; “‘hospitol- 
ogy,” “hospitaletry,” “hospitallurgy,” analogous 
to metallurgy; “nosocomology” from the Greek 
‘nosocome” meaning hospital, analogous to epis- 
temology. These and other words, for various 
reasons, were found unsatisfactory. The choice 
narrowed itself to a selection of either “hospi- 
tal-ogy,” analogous to mineralogy or “hospiti- 
ology.” While both are philologically correct, 
“hospitiology” was selected because of its seem- 
ing euphony. The ¢ is pronounced as in “pit.” 


The distinctive aspects and principles of hospit- 
iology would make it a non-clinical specialty, and, 
like medicine and its branch, public health, it 
would be a profession. Its practitioners, gradu- 
ates and non-graduates in medicine, would be 
known as hospitiologists. 


Hospitiology would rely on the progress of 
scientific medicine for the development of profes- 
sional standards of hospital service,? and analo- 
gous to the profession of medicine which relies 
on definite sciences—anatomy, physiology, pa- 
thology, bacteriology, pharmacology, etc.—hos- 
pitiology would rely on the social sciences, or 
sciences with distinct social implications—anthro- 
pology, biology, economics, history, philosophy, 
political science, psychology, and sociology. The 
reliance on these sources of knowledge weuld lead 
to the formulation of a community view and gen- 
eral understanding of the requirements, unity, 
direction, and flexibility of hospital service. 


As a branch of learning, it would include the 
origin, history, development, types, functions, 
standards, and activities of hospitals. It would 
initiate, acquire, and disclose studies and princi- 
ples that would lead to a body of knowledge pri- 
marily concerned with all phases of community 
hospital service. 


In its practical application, hospitiology would 
consist of studies for the development of prit- 


2“Hospital service’ as used in this article includes out-patient 
service. 
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ciples underlying the creation and maintenance 
of conditions in hospitals under which: 


1 Physicians and surgeons can diagnose and 
_treat disease. 


2 Patients can rest in comfort, and as individuals 
be understood and reasonably satisfied. 


3 Patients can be instructed in the simple prac- 
tices of hygiene and special measures to be 
carried out at kome, such as: diet, exercise, 
and prevention of disease. 


4 Physicians and nurses can learn and teach. 
5 Medical students and student nurses can learn. 


6 Clinical and laboratory research work can be 
pursued. 


7 Hospitiology can be taught and studied. 


Its knowledge and experience would have a spe- 
cial influence on architecture and engineering for 
proper planning and sound construction of com- 
fortable and serviceable physical facilities in hos- 
pitals including those for research and teaching. 


General Statement 


Although there are a few outstanding excep- 
tions, in general it is true that the man on the 
street lacks much elementary knowledge of the 
hospital and its functions. He may think he 
knows all about them, but usually this claim is 
based solely on the fact that he, his sister or his 
cousin, or his aunt has been a patient in one. He 
visualizes it as a web of beds, stretchers, mysteri- 
ous instruments, peculiar odors, white-clad figures 
walking hastily, treading softly, and speaking in 
whispers. He also thinks of it as a place where 
the miracle of surgical operations and the magic 
of exacting tests are performed—all within a 
sanctified atmosphere. 


The physician knows the hospital from his ex- 
perience in it; he is able to appraise it as good or 
bad according to the conditions in it under which 
he is called upon to diagnose and treat disease, 
learn, teach, and pursue clinical and laboratory re- 
search; or according to his opinion as to whether 
or not he holds what he regards as a deserving 
position on the hospital’s staff from the stand- 
point of rank and responsibility; or according to 
his belief as to whether or not the hospital and 
clinic service to the “alleged” poor competes with 
his private practice. 


Executives and trustees of the hospital are, for 
the most part, familiar only with its financial and 
Physical aspects. They know the hospital as a 
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business involving budgets and deficits, low or 
high bed occupancy, and as an organization deal- 
ing with competitive ambitions of physicians look- 
ing for appointment or advancement on the staff. 
They are concerned with rules and schedules, the 
sequence of procedures and application of tests, 
property maintenance and repairs, air condition- 
ing and call systems, casters and mattresses, hot 
food and cooler hot water bottles for sensitive 
skins. 


The average person, physician, executive, or 
trustee is oblivious to the fact that his particular 
hospital is one institution among others, and that 
it represents just one of the community’s efforts 
to furnish medical service to its people. The reali- 
ties and implications surrounding the patient, 
who is so often the end-product of social proc- 
esses, are the least known. The possibilities and 
limitations of the hospital are unobserved. The 
direct and indirect effects of current problems of 
the medical and nursing professions upon the hos- 
pital are unrecognized. The implications of prop- 
aganda in favor of socialization of medicine 
and institutions, of the introduction of state 
(“luxury”) tax bills for hospital care, and of the 
gradual but palpable shifting of responsibility 
from the immediate community to government in 
matters of hospital service are erroneously re- 
garded as insignificant. A similar indifference 
exists toward the organizational, social, and eco- 
nomic trends of labor, which in its dual réle can 
be a much larger source of financial support of 
hospitals inasmuch as it can through its organi- 
zations, provide payment of hospital costs for its 
sick. Yet, since salaries represent the largest 
single item of hospital expenditures, that same 
labor is the inevitable cause of higher hospital 
costs for the reason that it is demanding and re- 
ceiving higher wages, shorter hours, and better 
living conditions for those of its employees who 
are engaged in hospital work. 


Then, also, interest in the hospital is often ex- 
pressed in terms of mass and quantity rather than 
in actual community requirements and quality, in 
cure without much attention to prevention, in 
quick relief without adequate subsequent plan- 
ning for avoidance of the recurrence of illness, in 
concern with disease itself to the neglect of the 
social implications surrounding and growing out 
of disease. This emphasis on the diagnosis and 
treatment of disease seems to block out the fact 
that man is involved. The hospital’s work is too 
often seen solely in the light of techniques and 
methods, when it should be seen against a back- 
ground of more fundamental -processes—proc- 
esses which have their beginnings in community 
life. 
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Hospital Service—Its Aim and Scope 


Because of these conditions, hospitiology in its 
efforts to outline the principles of hospital serv- 
ice would consider the whole community as (a) 
the basis and source of knowledge, and (b) as the 
beneficiary of the sum total of knowledge, which 
it would collect, analyze, correlate, interpret, and 
disclose. 


Hospitiology would, therefore, turn to the social 
sciences for knowledge of the geographical loca- 
tion of the community, its racial and religious 
groupings, its economic levels, and for interpreta- 
tion of social change as it affects life and institu- 
tions. It would attempt to learn the ascertain- 
able causes of social problems in order to be able 
to alter its special ways to suit the kind of social 
reconstruction that the times demand. It would 
keep itself informed on current trends in popu- 
lation movement and the group sections of the 
community, such as: the slum section; the fur- 
nished-room section; the residence section; the 
business section; and the factory section. It 
would recognize that preventive health measures 
and the isolation of disease and its treatment 
must take in a wider area than that limited by 
the sectional or the geographical boundaries of 
one community. It would be aware that modern 
transportation makes human contacts more fre- 
quent and intimate, and that the special prob- 
lems of one group concern and affect the other 


groups. 


Its search for knowledge of the biological, eco- 
nomic, and social forces that bring patients to 
the hospital or clinic would require it to have per- 
tinent information concerning the neighborhood 
from which these patients have come, their back- 
ground, whether they are native or foreign born, 
their past and present environment, standards of 
living, customs and habits, education or ignor- 
ance, religious beliefs and superstitions, ideals 
and conflicts, prejudices and strange attitudes. 
This would be followed by study of the patient’s 
welfare at the hospital, his fate after discharge, 
and the situation of his family during and after 
his illness. 


Hospitiology would consider the potential and 
the present patient in relation to the larger social 
problems, insofar as these problems cause, ag- 
gravate or prolong disease or interfere with its 
lasting cure. At the same time, it would serve 
as an important instrument in adjusting and im- 
proving adverse conditions. Such social prob- 
lems as dependency and poverty, unemployment 
and unemployables, child labor, wrecked family 
life, parent-child relationship difficulties, crime, 
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alcoholism and drug addiction, which singly or in 
any combination are brought about by or them- 
selves bring about ill health, would require under- 
standing and special consideration at the hands 
of hospitiology. It would be interested in the gen- 
eral problem of housing, for it would recognize 
that wherever housing is poor or inadequate, 
home medical care would be difficult and more 
hospital beds would be required. Where housing 
conditions are reasonably satisfactory, it would 
study the possibilities of home medical care as 
against hospital care, and would ascertain which 
conditions can safely be treated at home. In this 
connection, it would be concerned with home med- 
ical service as an added function of the hospital 
or a function belonging to an independent but 
cooperating health agency. Its interest would 
also extend into the activities of visiting nurses’ 
associations. 


Hospitiology would appraise existing laws per- 
taining to hospitals, medicine, and social security, 
and would suggest new legislation to meet chang- 
ing conditions. It would concern itself with fur- 
thering the principles of sound, sanitary and 
building codes for hospitals. It would study the 
advantages and disadvantages of “closed” and 
“open” hospital policy, the causes and facts con- 
cerning suspected hospital and dispensary abuses, 
and current trends in the development of diagnos- 
tic, consultation, and pay clinics in relation to the 
special conditions of the community and the phy- 
sicians in it. It would suggest ways of bringing 
about a coordinated hospital program, of partici- 
pating in community social planning, and, for the 
purpose of achieving these ends, it would state 
the aims and functions of hospital councils and 
associations. It would define and establish rela- 
tionships with the “medical, dental, and nursing 
professions, medical societies, medical schools, 
and with related departments of universities; 
church, fraternal and labor organizations, gov- 
ernment, central chests, federations, foundations, 
welfare agencies,’* and group hospital service 
associations. At all times, it would closely ob- 
serve within these groups such trends as directly 
or indirectly affect hospital service. 


It would ascertain whether the people of any 
geographical sub-division of the country have in- 
sufficient hospital service or none at all. It would 
survey and appraise existing hospital facilities 
from the standpoints of professional and adminis- 
trative standards, adequacy, financial resources 
and economy. It would study the past and 
present experiences in the matter of bed occu- 
pancy as a whole, and of occupancy of beds as- 

“Residency in Hospital’ Administration.” J. lub, M.D. 
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signed to the several specialties of medicine 
within each hospital. The supporting facts which 
it would gather and disclose would lead to the 
establishment of norms and needs in general, and 
would enable it to determine the required total 
number of beds as well as the number necessary 
for each type of service. In this way it would 
be possible to know with reasonable accuracy 
what proportion of beds should be assigned to 
the various classes of patients; acutely ill, chroni- 
cally ill, convalescent, children and adults; con- 
tagious, tuberculous, and insane patients; surgi- 
cal, medical, and maternity patients, and patients 
of other specialties. Its knowledge of the com- 
‘munity would enable it to determine also the re- 
quired number of beds for private, semi-private 
and ward patients in accordance with the ability 
of each to pay for hospital care. Its program 
would include adequate dispensary service for am- 
bulatory patients and adequate emergency and 
ambulance service. In accordance with community 
requirements, it would recommend adding or re- 
ducing facilities, the liquidation or merging of 
hospitals, and the adequate distribution of hospi- 
tals to serve all sections of the country. 


With such scientific and factual knowledge con- 
cerning the community and society,—knowledge 
which it would borrow from other social sciences, 
from medicine and from public health, and which 
it itself would create, hospitiology would proceed 
to formulate a plan and program for adequate 
and appropriate hospital service for people of all 
economic and social levels. 


‘ Hospital Administration—The Practical Methods 
of Hospitiology 


Influenced by study and experience, hospitiol- 
ogy would apply itself to principles of methodol- 
ogy and of administrative practices within the 
hospital. It would study, formulate, and propose 
administrative policy and authority. For the pur- 
pose of creating and maintaining conditions in the 
hospital under which the seven purposes de- 
scribed earlier in this article can be carried out, 
hospitiology would undertake to specify the essen- 
tial professional departments (in consultation 
with medicine) and the administrative and tech- 
nical departments,‘ and to suggest ways of or- 
ganizing and coordinating them into one organi- 
zation that controls and supervises all activities 
ana maintains high standards within the hospital. 


The processes ‘of hospitiology as they apply to 
internal institutional operation would naturally 


——__., 


‘Ibid. See pp. 1020-1021 for more detailed discussion of the 
activities and functions of these departments. 
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begin in the admitting department, where, in ad- 
dition to the clerical activities and assignment of 
patients to suitable services, it would lay empha- 
sis upon methods of controlling contagious dis- 
eases, which would include the careful examina- 
tion of new patients, especially children, and the 
isolation of patients suspected of contagious dis- 
ease. Here, hospitiology would recognize that 
the apprehensive patient and his anxious family 
expect and are entitled to find a kindly and under- 
standing attitude that gives them comfort and 
confidence, and it would, therefore, outline prac- 
tices that would aim at attaining this end. It 
would be concerned with the study of policy gov- 
erning hospital admissions and rejections of pa- 
tients, and the fate of rejected patients from the 
standpoint of what the community’s provisions 
for them are and what they should be. 


The principles of hospitiology would outline and 
guide the activities of the house staff member 
who first visits the patient—his promptness, his 
attitude and manner, his recorded provisional ex- 
amination, his intelligent orders for laboratory 
and x-ray examinations, and his prompt notifica- 
tion of the visiting staff member. Underlying the 
character of the resident’s and intern’s work are 
their personality and medical education. How 
were they selected? Was the selection made on 
the basis of examination? Here hospitiology 
would study and recommend methods of selecting 
house staff members for individual hospitals and 
for groups of hospitals, giving consideration to 
the possibility of creating a central examining 
and admission board. It would outline a program 
of training and of clinical experience with bed 
and clinic patients. It would suggest schedules 
and rotation of service, the equitable distribution 
of work and responsibility. 

In this connection, it might be mentioned that 
hospitiology’s task would be easier if the curricula 
of pre-medical and medical schools included more 
extensive instruction in pertinent phases of the 
social sciences. If the medical student’s mind 
and efforts were more intensely directed toward 
the study of diseased man, in addition to the basic 
subjects related to disease, he would be better 
prepared for life and practice. Hospitiology 
would endeavor to make up for this deficiency 
when the young graduate enters the hospital for 
his internship. It would emphasize the close re- 
lationship between symptoms, or the actual evi- 
dence of pathology, and the whole life of the 
patient. This emphasis would lead to recogni- 
tion, interpretation, and treatment of disease in 
the light of the ascertainable social aspects of the 
patient. In accordance with such understanding, 
it would indicate ways of making the patient phy- 
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sically comfortable, mentally at ease, economi- 
cally relieved, and lastingly cured. 


The important matter of nursing care and nurs- 
ing practices would be studied and currently eval- 
uated. In general, nursing standards and pa- 
tients’ requirements, ratio of patients to nurse, 
nurses’ hours and personnel practices, fatigue 
elements in nurses, special and group nursing, are 
all matters that would belong to the field of hos- 
pitiology, which in its wider and community in- 
terests, would be deeply concerned with the eco- 
nomic problems of nurses, with nursing educa- 
tion, and grading of nurses’ schools, with the 
problem of supply, demand, and distribution of 
nurses, and with nurses’ registries. 


Hospitiology would study and recommend meth- 
ods of organization, policies and administrative 
procedures of the routine and research activities 
of the pathology, bacteriology, bio-chemistry, and 
hematology laboratories; the x-ray, the phar- 
macy, the physical therapy, hydrotherapy, and 
brace departments; electrocardiography, basal 
metabolism, gas therapy, and intravenous ther- 
apy services. 


Its field would include outlining the special ad- 
ministrative features related to the control and 
supervision of ambulance and emergency service 
in order to insure adequacy and promptness. It 
would be concerned with the study of adminis- 
trative problems attendant upon deaths and the 
performance of necropsies. It would give con- 
sideration to methods of management of surgical 
operating rooms, to the essential steps in pre- 
operative precautions and post-operative care of 
patients, to all practices that insure asepsis of 
materials and staff. The practices and precau- 
tions to be observed in the maternity delivery 
room and in the care and identification of the 
newborn would, likewise, be within its province 
of study, as would be the essential precautionary 
aspects of the anesthesia service. 


The methods of organization and standards of 
food service, instruction, special diet and gen- 
eral nutrition of patients and personnel, quality 
of provisions, and general sanitation of the 
kitchen would be within the province of hospi- 
tiology. 


Hospitiology would study and introduce pro- 
cedures and practices relating to the administra- 
tion of the domestic and technical services of 
housekeeping, laundering, engineering, and plant 
maintenance. It would concern itself with the 
study of hospital finances, placing special empha- 
sis on the importance of establishing equitable 
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hospital room and special service charges, in re- 
lation to costs of maintenance and to how much 
people in need of hospital care can afford to pay. 
It would concern itself with principles of gov- 
ernmental subsidy and tax exemptions. It would 
examine and adjust accounting and bookkeeping 
systems and insurance matters to suit the special 
requirements of hospitals. The organization and 
maintenance of library and record services, prep- 
aration of statistics and reports, the study of 
printed forms, and the application of accepted 
systems of nomenclature of disease would be 
within its scope of study. It would deal with 
methods and practices of purchase and issue of 
supplies; it would study and suggest tests for 
quality and ways of ascertaining required quan- 
tity. Its interest would be constant in personnel 
practices, policy governing hiring and discharg- 
ing, qualifications of employees, job analysis, 
ratio of the number of employees to beds, living 
and recreational facilities, employees’ health and 
accident prevention. It would concern itself with 
questions of the hospital’s attitude toward labor, 
unions, other personnel organizations, and with 
the matter of collective bargaining. 


The special administrative matters involved in 
out-patient service and its relationship to the 
community and to the medical profession, would 
be within the province of hospitiology, which 
would also study and establish general policies 
with regard to suspected abuses, eligibility of pa- 
tients, zoning limitations, standards of service, 
and staff organization. The organization and poli- 
cies of hospital social service and follow-up would 
be within its domain. 


The field of hospitiology would lay special em- 
phasis on matters pertaining to medical staff or- 
ganization and the selection, qualifications, and 
assignments of staff members; on the organiza- 
tion and function of the medical board and its 
committees. It would endeavor to define stand- 
ards of medical care within the hospital, and 
ways of observing morbidity end-results and mor- 
tality experiences. It would study causes and sug- 
gest precautionary measures that would lead to 
the prevention of accidents to patients. It would 
explain the benefits and purposes of the estab- 
lishment of scholarships and fellowships, of sci- 
entific meetings, of publications, of teaching, and 
of clinical and laboratory research. 


It would define hospital ethics and relate it to 
medical ethics. In this connection, it would state 
which principles of ethics are the direct respon- 
sibility of hospital authorities, and should be en- 
forced by them; and, it would indicate which 
principles are not the hospital’s responsibility, 
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but belong -elsewhere—to government, medical 
organizations,—national, state, and county medi- 
cal societies, academies of medicine, and other 
special organizations. 


Hospitiology would study and initiate corpo- 
rate organization and general hospital policy. 
Matters pertaining to the constituency and func- 
tion of the board of trustees and its committees, 
to the hospital’s charter, constitution, and by- 
laws; to ladies’ auxiliaries and their function, to 
the appointment of medical and executive staffs 
and definition of their functions and responsibil- 
ity,—these various details of policy and man- 
agement, as well as the training of future execu- 
tives would all be within its field of study. 


Hospitiology’s Concern With Hospital Planning 


Hospitiology’s interest in architecture and en- 
gineering would be confined to the study of those 
special features of hospital planning, construc- 
tion, and equipment that give to the hospital com- 
pleteness, unity, accessibility, flexibility, facility, 
and economy of operation. To accomplish these 
aims, it would cooperate with and would advise 
architects. 


Since hospitiology would study the community 
and its hospital requirements, it would be quali- 
fied to outline the essential qualities of a con- 
venient and salubrious site for a hospital. It 
would recommend that consideration be given to 
accessibility, quietude of neighborhood, proximity 
to a park, and lowness of surrounding buildings, 
and that the site be one large enough for future 
expansion. It would aim to meet the sanitary 
and building codes and to advise sound construc- 
tion with fire-resisting materials. With the ex- 
pertness that it would acquire through experi- 
ence in and knowledge of the essential require- 
ments with reference to the patients’ comfort and 
needs, the professional activities of the medical 
staff, and the utilization of areas, equipment, and 
personnel, it would suggest ways of properly 
grouping, orienting, and planning buildings and 
patients’ wards and rooms. It would specify 
types, quality, and quantity of permanent and 
portable equipment, including instruments of pre- 
cision. It would be helpful in determining the 
Special requirements of planning and equipping 
all the central and floor services—administrative, 
professional, technical, domestic, and recreational 
—giving special consideration to the adequacy, 
location, and arrangement of the out-patient de- 
partment, the laboratories, the x-ray department, 
the surgical operating suite, maternity delivery 
rooms; gas therapy, physical therapy, and occu- 
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pational therapy rooms; morgue and necropsy 
rooms, isolation and quiet rooms, nurses’ stations, 
utility rooms, diet kitchens, bathrooms and 
toilets, convalescent rooms, day rooms, verandas 
and roof gardens, dressing and locker rooms, ex- 
amining rooms, meeting rooms, record room, li- 
braries, kitchen, laundry, power plant and repair 
shops. It would advise on matters of steriliza- 
tion, signal systems, air suction and pressure, 
light, ventilation, air conditioning, heating, elec- 
tricity, refrigeration, flooring, width of doors, 
corridors, size of elevators, cubicles, relationship 
of location of beds to walls, windows, and doors, 
and matters of like nature. It would have knowl- 
edge of and experience in the special features of 
planning, constructing and equipping buildings 
for hospital employees’ residence, nurses’ resi- 
dence and schools, and facilities for medical teach- 
ing and research in hospitals where such are de- 
sired and where they are made possible by ade- 
quate financial resources. 


In connection with all of these matters, hospiti- 
ology would give consideration to the problem of 
interior traffic on the part of personnel, visitors, 
students, medical staff and patients, and to the 
study of causes, sources, and ways of eliminating 
noises from the exterior and the interior of the 
hospital. 


Conclusion 


Thus, because of the nature of its processes and 
because it would meet the essential criteria, hos- 
pitiology would be a profession. It would include 
the art of all aspects of hospital service, hospital 
administration, and hospital planning inasmuch 
as it would indicate ways of applying principles 
and of creating methods. It would include the 
science of these aspects according to the broad 
definition of science—which is, organized knowl- 
edge acquired by study, correlation, search for 
truths; and the establishment of principles and 
laws deducted from facts accumulated by sys- 
tematic observation. It would be a specialty in 
a field that would serve medicine in its study of 
and work in the healing of the sick, medical edu- 
cation, nursing education, and the prevention of 
disease. The practitioners—graduates and non- 
graduates in medicine—would be known as hos- 
pitiologists. Also, because of the range of its 
interests and the sources of knowledge on which 
it would rely, hospitiology would be regarded as 
a science with distinct social implications, and 
that phase of sociology which applies to a com- 
prehensive study of hospital service and a scien- 
tifically-conceived program for it, might well be 
called hospitiological society. 





Hospitals Day by Day—Some Pointed Paragraphs 


WALTER E. LIST, M.D., Superintendent 
The Jewish Hospital, Cincinnati, Ohio 


OSPITAL rates do not keep pace with the 
rising cost of living. 
* * * 


About 16,160 pedestrians were killed and more 
than 293,000 were injured by motor vehicles in 
1936. 


* * 


Get a reputation for your service. 


* ok * 


You cannot standardize human nature, so work 
with it. 
* * * 
Investigate every complaint—it will pay divi- 
dends. 


* * * 


Your housekeeping tells a many-sided story. 


* * * 


Buy your coal on the evaporation basis. 


% * * 


At this season of the year, get your heating 
system in order for the winter. ; 


* a Ey 


Consider various color schemes for the walls 
of your rooms rather than painting them all alike. 


* * * 


It is the obligation of every member of the 
attending staff to contribute as much as possible 
to the training of interns, and those attending 
physicians who persist in ignoring this responsi- 
bility are unsuitable for staff membership in a 
teaching hospital. In order that this responsi- 
bility may be definitely fixed it is suggested that 
there be formulated a curriculum for interns in 
which there shall be set forth the specific instruc- 
tions, didactic or clinical, with the dates, hours, 
and names of attending physicians participating. 
Reports of the attendance and application of each 
intern should be required for the information of 
the Medical Advisory Board. 

William H. Walsh, M.D. 


ee 


The director of the school of nursing reviews 
from time to time the progress made in her cur- 
riculum. She compares the present curriculum 
with the desired one and makes recommendations 
as to what parts of the proposed curriculum can 
be adopted or adapted and the time required to 
prepare for and make any such change. 
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The Emergency Reports must record carefully 
any information of vital importance to the hos- 
pital, especially in automobile accidents. One of 
the most important of these is “evidence of a 


pre-existing condition.” 
C. J. Cummings 
—_———<—__—. 


It is through the personnel that the hospital 
functions. If the administrator looks after their 
welfare, they will look after the welfare of the 
hospital. Living wages, satisfactory working 
conditions, wholesome food, and comfortable 
quarters are prerequisites to contented workers. 


* * * 


Air conditioning for allergic patients, in the 
nursery for new born babies, and in the operating 
room has proved to be of value in many instances. 
Most careful consideration should be given to 
value and cost before an extensive air condition- 
ing program is undertaken. 

Lucius B. Wilson, M.D. 
RP ES 

A medical library is a practical necessity for a 
hospital and should consist of books and periodi- 
cals representative of all specialties. 

% * * 


Every opportunity should be given the young 
intern to think beyond an individual patient or 
disease, and he should be stimulated to investi- 
gate problems as yet unsolved. 

Lewis E. Jarrett, M.D. 
uiscsiidiiaicanne 


The hospital superintendent of today: At once, 
both servant and master of his hospital—directs 
his personnel and guides his staff with the deft- 
ness of an Eden, the strategy of a Ludendorf, and 
the firmness of a Baldwin. 

Carl A. Erikson 
eee PN 


Do not select a site unfitted for hospital use, 

even if such site be donated. 
* %* 

Do not use a site which is only of sufficient area 
to accommodate the original building program. 
Bear in mind future expansion. 

E. Eldridge Hannaford 
—_~.—_—_—_. 
More hospital beds are not tantamount to more 


hospitals. 
J. J. Weber 
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The Indexing of Complications 


EARL H. SNAVELY, M.D., Medical Director 
Newark City Hospital, Newark, New Jersey 


more important, and few more inadequately 

handled than that of listing and tabulating 
complications. The science of medicine has been 
built largely by inductive means: by the making 
of generalizations from masses of specific data. 
We know that the association of two conditions, 
time after time, in thousands of patients, must 
mean something in terms of a relationship be- 
tween these conditions: either a relationship 
springing from a common cause or a relationship 
of cause and effect. Thus, it was observed 
towards the close of the nineteenth century, that 
a patient with paresis often would give a history 
or clinical evidence of syphilis; and on a logical 
basis, a relationship of cause and effect between 
syphilis and paresis was induced, decades before 
Wasserman announced his test. However, much 
more remains to be learnt about relationships of 
this sort, and our hospitals are the repositories 
of vast stores of medical information. These in- 
stitutions are, therefore, the natural sources of 
the data from which conclusions about biologic 
causation can be induced. Yet the inadequacy of 
our methods of indexing complications has been 
a barrier to the tapping of this well of informative 
material. - 


Fo functions of recording and indexing are 


Consider what a contribution it would be to our 
knowledge of the physiology of the acid-alkali 
relationship, if we knew what proportion of epilep- 
tics had diabetes, as contrasted with the propor- 
tion of diabetics in the general population. Con- 
sider how much information we must have about 
the associated incidence of apoplexy and hyper- 
tension, of arteriosclerosis and thrombo-angiitis, 
of pregnancy and pyelitis, of appendicitis and 
constipation, and so forth. Most of the studies of 
these relationships have been made by surveying 
a comparatively small number of cases, yet locked 
in the record vaults of the 6500 hospitals in this 
country is a wealth of information which, if prop- 
erly indexed and analyzed, would go far towards 
answering many of these questions. 


Hospital Records Contain Data of Incalculable 
Research and Statistical Value 


Five million persons use our hospitals every 
year and thus contribute data of incalculable re- 
Search and statistical value. As an example of 
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the way in which these items can be used in an- 
swering some of the questions, we might pursue 
the technique of evaluating one of these relation- 
ships by a statistical method. Suppose we wish 
to determine whether the popular association of 
tonsilitis with rheumatic fever has any basis in 
fact. If the hospital record system provides for 
adequate indexing of complications, we have but 
to determine the total number of cases of tonsilitis 
in the period of the study—for instance, five years 
—and calculate the number and proportion of 
those patients who also had rheumatic fever. It 
will then be necessary to set up a norm—the rate 
of rheumatic fever in the general population. This 
may be obtained from Board of Health statistics. 
As a third step, it will be necessary to determine 
the frequency of other complications of tonsilitis: 
this, too, is obtainable from the hospital records, 
if the complications have been properly indexed. 
In this way, a sound basis for a survey of this 
important subject can be determined. In practice, 
however, such a procedure is impossible in many 
hospitals, because of the method of indexing com- 
plications. Many hospitals make only inadequate 
efforts to record complications, and if you ask, for 
example, how many pregnant patients had ap- 
pendicitis, you will be told that the records are 
not arranged so that this information is available. 
If you wish further to pursue the matter, you will 
be obliged to make a laborious and time-consum- 
ing investigation of hundreds of individual charts. 
In some hospitals a system of recording complica- 
tions is in nominal existence but the technique is 
so cumbersome as practically to nullify the useful- 
ness of the method. The common arrangement in 
those institutions which do index complications, 
is to list all the chart numbers under each diag- 
nosis heading. It is then necessary to copy the 
individual numbers under the desired primary 
conditions, and all the separate numbers under 
the complications, and then to compare the two 
lists and to take off the similar numbers. Ob- 
viously in any large hospital this is scarcely less 
awkward than examining the charts themselves; 
and indeed, in many institutions, the latter pro- 
cedure is actually necessary. 


We have, at the Newark City Hospital, worked 
out a system for the indexing and tabulating of 
complications which we believe combines the three 
virtues of effectiveness, economy, and efficiency. 
The keystone of this method is the setting up of 
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a “complication-book.” This is the familiar loose 
leaf ledger built upon the visible index principle 
which today has been adopted for so many useful 
purposes. 


The illustration (Fig. 1) shows the complica- 
tions-book open. Complications are posted in this 
volume and grouped by section according to the 
International List. Any other classification sys- 
tem, such as the Bellevue, the Standard, the Mas- 
sachusetts General, the Ponton, etc., might be 
used in the same way. In this hospital, diagnoses 
are listed on the discharge sheet of the patient’s 
chart in the order of their importance as decided 
by the attending physician or surgeon, and in con- 
formity with the Standard Nomenclature of Dis- 
ease. Therefore, the first diagnosis is considered 
as the primary condition, all others being sec- 
ondary to or complicating the primary condition. 


“International List” for Grouping 


As indicated above, the system lends itself to 
any disease classification. At the Newark City 
Hospital we employ the “International List’’ for 
grouping, and the Standard Nomenclature for 
recording disease diagnoses on charts. We are 
not unmindful of the defects of the “International 
List,” but we have found it advisable to use its 
listing because of its flexibility, because of its 
more or less official governmental recognition, be- 
cause it is used in federal and state reports on 
vital statistics, because our data, originating as 
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Fig. 1—Complication 
Book 

















they do in a government institution, should be 
comparable to official municipal, state, and federal 
demographic statistics, and because we have 
found its unpretentious grouping a_ suitable 
method of dividing our cases into primary rough 
divisions prior to more detailed study. The major 
groupings of the “International List” have in- 
fluenced medical nosology since their establish- 
ment in 1853 and by now have so permeated medi- 
cal nomenclature that it is difficult entirely to 
divorce ourselves from their effects. In such lists 
as the Massachusetts General, for example, the 
International code number is carried as part of 
the rubric. Even the newest of the classifications, 
the “Standard” recognizes the influence of the 
International by requiring the “Manual of Joint 
Causes of Death” in preparing death certificates 
and in recording fatal diseases. (See: Standard 
Classified Nomenclature of Disease, edited by H. 
B. Logie, Commonwealth Fund, New York, Edi- 
tion 3, 1935, introduction page 3.) For these rea- 
sons, we have employed the general groupings of 
the International List both in our primary in- 
deces and in our “complications-book.” 


Method of Operating System for Indexing 


The method of operating our system for index- 
ing complications is as follows: as each chart 
reaches the record room, the librarian or historian 
examines the chart to determine its completeness. 
After the chart has met the requirements both 
of the hospital’s record committee and of the reg- 


HOSPITALS 





HOSPITAL we 














‘ATE OF ADMISSION 


Mog unc 42 21 4.00 
Yuest ae Suee 


- WS Faves 7 
DE. Sccona sumaton 
NEWARK CITY HOSPITAL 
Oecmanes came. twe hee 19 oe ruse OT om wane 
Pome wen 96 108 9.00 74779 cosine maes 6 





| ro 
fy ORF oF wiscnanae wo. AF re) 





mouse 





3 pn 


wenn eR + : 
8 Open reduelior, of fractice 











“i = Sea 
—teurth, Se A — heal 
= * pga “Oo . +. oo. 








Figure 2—Duplex Summary Card 


ulations of the American College of Surgeons, its 
data are tabulated. The identifying material is 
summarized on a 5x38 card. 


The face of this card (Fig. 2) is filled out by 
the charge nurse when the patient is discharged 
and then sent to the record room. The reverse 
side is used for the disease index and eventually 
filed under the code number of the primary diag- 
nosis. Before these cards are permanently filed, 
the information for the complications-book is en- 
tered in that volume under the code number of 
the complicating disorder. In the presence of 
multiple complications or secondary diseases, the 
entire listing is repeated in each entry of the case. 


As an example, consider the case of a patient 
who is 4 months pregnant admitted to the hos- 
pital following an automobile accident in which 
her femur is fractured. Gas gangrene develops, 
and incidentally in the routine examination, it is 
discovered that she has syphilis, although no clin- 
ical evidence of the disease is found. 


The discharge data would read: 


PRIMARY DIAGNOSIS: Fracture of the right 
femur, compound; ununited 


SECONDARY DIAGNOSIS: (International 
Listing) : Gas gangrene infection 
(Standard Nomenclature): Wound of the 
thigh infected with bacillus Welchii 


COMPLICATION: Pregnancy 4 months; syph- 
ilis, tertiary, site undetermined 


The memorandum in the complications-book 
would then read: (Fig. 3) 


The numeral “34C” under “Remarks” indicates 
the tertiary syphilis, 140C indicates an un- 
delivered pregnancy. The symbol 91-5.10L tells 
us that the surgeon who has code number 91 
operated May 10th on the patient and the “L” in- 
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dicates that local anesthesia was used. The “T’’ 
under “Results” means that the patient was dis- 
charged improved. The “210” is the International 
List’s rubric for automobile accidents. The data 
would all be re-indexed under “Tertiary syphilis.” 
The diagnosis sheet used for this posting would be 
the one labeled “34C, tertiary syphilis” on which 
sheet the numeral “36” (for gas gangrene) would 
appear under “Remarks” instead of the numeral 
“34C” (indicating the syphilis). The entire list- 
ing would be repeated on a sheet labeled, “Femur, 
fractures of” and be recorded, also, under a list 
of operations. It is clear that if any survey of 
the complications of wounds inflicted in automo- 
bile accidents were to be made, this sort of in- 
dexing would vastly simply the research; simi- 
larly it would make possible a study of the dis- 
eases and injuries associated with gas gangrene. 


Although we feel that adequate indexing of 
complications is an asset to any hospital’s record 
room, we cannot fail to recognize that different in- 
stitutions have different needs, since of course 
the demands imposed on record rooms vary. How- 
ever in a governmental institution such as ours, 
there is constant demand for statistical material 
for municipal reports, teaching purposes, tabular 
summaries, complication rates, social and vital 
statistics of all sorts—a demand that cannot 
be adequately met without an efficient system of 
indexing complications. 


The method described can promptly supply the 
following types of. information: 


1 The number of complicated cases in the hos- 
pital, and its proportion to the general in- 
stitutional population 


Relative frequencies of various kinds of 
complications 


Correlations between the incidence of speci- 
fied diseases and specified complications 


Recovery rates and other prognostic data for 
simple conditions compared with complicated 
ones 


Changing trends in the relative frequencies 
of specified types of complications 


Figure 3—Leaflet for insertion in Memorandum Book 
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6 Correlations between disease pictures and mary diagnosis file. On the other hand, all these 


















social factors such as age, sex, etc. supplementary data can be made accessible at the 

cost of a single additional record book, plus the 

7 Each individual physician’s personal record services of an assistant. With the universal 
of cases, operations, procedures, recoveries adoption of a simple and effective means for ade- 

and complications quately indexing complications, the potentialities 

of the record rooms for supplying data will be 

This information, as.a rule, is not all available realized and a richer and more useful set of clin- 

in a record room which employs the simple pri- ical statistics may be built. 
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Golf Tournament at Atlantic City 





On the Golf Course in Atlantic City 


The Golf Committee has arranged for twelve Least number of putts 
events during the tournament. Golfers should 
bring their clubs and participate in one of the 


pleasing features of convention week. 


Highest number of putts 
Highest score on any hole 


eo on 


. 3 ; Most pars 
The winner of each of the following events will 


receive a prize well worth shooting for: 10 Kickers’ handicap 


11 Low gross for women 


Low gross 12 Second low gross for women 


Second low gross ; ; 
& No male contestant is to receive more than one 


High gross prize. 

Send your entry in to John R. Howard, Chair- 
man of Golf Committee, Muhlenberg Hospital, 
Second low net for men with club handicap Plainfield, New Jersey. 





Low net for men with club handicap 
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A Review of the Communicable Disease Hospitals 


of the City of New York 


tied JAMES D. SMITH, M.D., Director of Communicable Disease Hospitals 
be Department of Hospitals, New York City 


‘lin- 


ummary of a Report on Contagious Disease 
Hospitals in the United States and Canada by 
Clifford G. Grulee, M.D., and George F. Munns, 
M.D., which appeared in HOSPITALS, January, 
1937, issue, Dr. S. S. Goldwater, Commissioner of 
the Department of Hospitals of the City of New 
York, requested the writer to make a comparable 
study of the communicable disease hospitals main- 
tained by the City of New York. 


Fsinimory 0 publication of A Review and 
S 


| The City of New York provides a hospital for 
| the care of communicable diseases in each of the 
| five boroughs: 


Willard Parker Hospital in Manhattan 
Riverside Hospital in the Bronx 
Kingston Avenue Hospital in Brooklyn 
Queensboro Pavilion in Queens 
Richmondboro Hospital in Richmond 


Willard Parker Hospital, situated on the river 
front in lower Manhattan, covers 7% acres of 
ground. There are three hospital buildings for 
the care of patients, one of which consists entirely 
of isolation rooms. All wards, with the excep- 
tion of one, are provided with cubicles. Hand 
basins have been placed at strategic points for 
the maintenance of aseptic medical technique. 


During the summer months when the incidence 
of acute communicable diseases is lightest, bar- 
ring epidemics of poliomyelitis such as occurred 
in 1931 and 1935, pulmonary tuberculosis cases 
are accepted and cared for in assigned wards to 
a capacity of 120. This tuberculosis service is 
maintained usually from July through December, 
or until such time as the incidence of acute com- 
municable diseases necessitates the transfer of 
these cases to provide adequate provision for the 
care of the acute cases. 


Riverside Hospital, situated on an island con- 
sisting of 23 acres, has seven hospital buildings 
for the care of patients. Six of these buildings 
are provided with cubicles, and the remaining one 
consists of four wards provided with cubicle cur- 
tains and six rooms. In 1930, Riverside was des- 
ignated as-a tuberculosis-caring institution and 
only one building with a capacity of 48 beds was 
assigned to the care of communicable diseases. 


‘Riverside, however, is a flexible hospital plant 


and can be readily converted for the care of acute 
communicable diseases due to the presence of 
cubicles and hand basins in each ward. River- 
side has been called upon to accommodate cases 
of acute communicable diseases in epidemic pe- 
riods when Willard Parker has reached its maxi- 
mum capacity. This change is effected by the 
transfer of tuberculosis cases to other tuberculo- 
sis-caring institutions: Each year with the ex- 
ception of 1934 and 1936 it has been. necessary 
to use one or more buildings assigned to tuber- 
culosis for the reception of acute communicable 
diseases. In 1931 it was necessary to take sev- 
eral buildings for the care of poliomyelitis, and 
in 1932 during a high incidence of scarlet fever 
and measles, it was necessary to requisition five 
of the buildings. 


It is at this institution that all typhoid carriers 
and “forced-in” open cases of tuberculosis are 
cared for. 


The ultimate plan of the department is to pro- 
vide a new communicable disease hospital for the 
Bronx on the mainland so as to obviate the neces- 
sity of transporting acute communicable disease 
cases to Riverside which is serviced by ferry, and 
to avoid the long hauls to Willard Parker. 


Kingston Avenue Hospital is situated in a quiet 
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Number of 
Communicable Venereal Isolation 
Disease Beds T. B. Beds Disease Total Beds Rooms 
Willard Parker ............ 424 Ant aig 424 - 72 
MVOMMN Sea Paseo oe 48 284 aE: 332 6 
one Kingston Avenue .......... 306 72 132 510 140 
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NUMBER OF CASES AND MORTALITY RATE BY DISEASE, BY YEARS, BY HOSPITALS 


WILLARD PARKER 














DIPHTHERIA 

(Including Carriers) SCARLET FEVER MEASLES *TOTAL CASES 

Death Rate Death Rate Death Rate Death Rate 

Cases Per Cent Cases Per Cent Cases Per Cent Cases Per Cent 
BOE S keeas 1650 18.1 895 8.3 1158 22.4 4409 16.7 
BI 40k é4 5s 1588 9.0 936 2.3 220 9.0 3323 7.3 
RGSS ss kes 915 4.4 2025 1.5 792 1.5 5396 2.7 
i, ee 554 3.0 1056 1.3 2251 3.0 5907 3.0 
TY ene 462 6.0 1349 1.4 328 1.5 3799 2.9 
TONS os SG 393 5.5 1672 6 1534 1.5 6787 2.1 
1986.53)... 593 1.8 1472 ry 1709 7 5291 1.5 

KINGSTON AVENUE 
FORE sn S88 735 24.3 473 2.5 442 12.6 2089 16.9 
300 3h 1503 11.8 1134 1.4 29 Key 3542 10.1 
ps ee 604 11.7 2000 1.3 183 21 3976 5.1 
ee 334 8.9 846 1:7 1230 4.0 3860 5.4 
OS Cae ae 312 13.4 740 8 - 197 3.5 2445 5.2 
MN wakes: 180 10. 1452 1.5 1181 3.3 5135 4.1 
y' Feet 270 8.7 1190 2.1 1027 3.1 3392 3.3 
QUEENSBORO 
NORB cases 60 15. 187 4.2 5 40. 303 11.8 
Ss Rs 155 17.4 171 1.1 1 400 10.2 
SOR 565455 142 11.9 527 1.8 ane aie 771 5.3 
p+ SR re 192 10.8 367 5 34 14.7 667 6.4 
yp.” RR ar 61 18. 351 8 13 15.3 496 6.2 
A008 5.0 05:<63 55 3.6 555 1.8 13 23. 1110 2.9 
Bee isaac 57 7.0 594 1. 32 6.0 853 2.3 
RICHMONDBORO (opened in 1929) 

2088 os boss 43 11.6 114 1.8 33 9.1 232 6.0 
Se Saka 17 11.8 75 4.0 66 6.1 218 6.9 
| Ere ee 14 95 4.2 1 160 3.1 
BOGS 6 o5 65>. 10 44 2.2 40 181 2.2 
WOO a bcaes 11 719 17 192 1.5 


*Does not include tuberculosis cases at Willard Parker nor the venereal and tuberculosis cases at Kingston Avenue. 


section of Brooklyn and covers nearly 13 acres 
of ground. There are five hospital buildings de- 
voted to the care of patients, two of which con- 
sist of rooms designed for single occupancy but 
in many cases capable of accommodating two pa- 
tients. The most recent addition, a modern 
pavilion with 100 rooms, brought the percentage 
of rooms for patients to 27.4 of capacity, which 
approximates what is considered ideal for a con- 
tagious disease hospital. There are also five 
frame cottages, somewhat distant from the main 
hospital buildings, used for the care of chicken- 
pox and pertussis cases. 


All smallpox cases occurring in the city (last 
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in 1932) are sent to this institution. Lepers are 
also cared for here pending their transportation 
to the National Leprasorium, or if aliens, await- 
ing deportation. 

In 1920, a venereal service was established for 
the care of young women. These patients are 
referred from the Women’s Night Court or by 
the Health Department. Voluntary cases are also 
accepted. Since 1932, one building with a ca- 
pacity of 72 has been assigned exclusively to the 
care of male tuberculosis cases. 


Queensboro Hospital for Communicable Dis- 
eases, now known as the Queensboro Pavilion, is 
a unit of Queens General Hospital with a normal 
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bed capacity of 54, which is susceptible to an in- 
crease to 70 without undue crowding. The De- 
partment is contemplating the addition of another 
pavilion which will double the present capacity. 


Richmondboro Hospital for Communicable Dis- 
eases is the most modern unit of its kind in the 
city. It has a normal capacity of 36 which can 
be increased to 46 without undue crowding. There 
are 16 rooms and two wards with ten cubicles 
ineach. There are four hand basins in each ward 
providing ample facilities for doctors and nurses 
to maintain aseptic technique. 


The Medical Staff 


Each hospital, with the exception of Queens- 
boro Pavilion which is covered by the Pediatric 
Staff of Queens General Hospital, has its own 
medical board and staff. The medical board at 
each hospital is responsible for the care and treat- 
ment of its patients. Staff members, who are un- 
paid, visit daily when on duty (they serve three 
months out of a year) and are subject to call in 
emergencies. All specialties are represented; 


specialists are subject to call in emergencies. 


All our communicable disease hospitals employ 
resident physicians who must have served at least 
a year’s internship in a general hospital, prefer- 
ably on a pediatric service, and six months’ in- 
ternship in a communicable disease hospital. 
After six months as intern, those showing apti- 
tude and diligence are considered eligible for the 
position of resident physician in which capacity, 
if appointed, they serve for one year. The year’s 
service may be extended on the recommendation 
of the superintendent with the approval of the 
medical board and the commissioner. 


The two major hospitals, Willard Parker and 
Kingston Avenue, are affiliated with medical 
schools. Clinics and ward rounds are made avail- 
able to medical students at both these hospitals. 
The instructors are visiting physicians holding 
college appointements. 


Routine on Admission 


Routine procedure on all cases admitted to com- 
municable disease hospitals: 


Dick Test 
Schick Test 
. Sensitivity test before administration of anti- 

toxin 

Nose and throat cultures (larynx when indi- 
cated 

Vaginal smears on all females 

Wassermann test on all adults (on adolescents 
and infants when indicated) 

Urinalysis 

Complete history and physical examination 

Mantoux test when indicated 

X-ray when indicated 

Vaccinations are done routinely only when a 
case of smallpox is hospitalized 

Blood counts and differentials as ordered 

Schultz Charlton test—Scarlet Fever cases 


The low general diphtheria mortality rate may 
be explained in part by the table shown at the 
bottom of this page which shows the number of 
clinical diphtheria cases and death rate by hos- 
pitals, by years. 


There has been a marked decrease in the death 
rate in all the hospitals and this in a measure can 
be attributed to the better type of medical and 
nursing care afforded patients, and the somewhat 
lessened virulence of scarlet fever. 


Due to the education of the public through the 
Health Department and other health agencies and 
the intensive campaign (begun in 1927) in the 
city for immunization against diphtheria, there 
has been an enormous drop in the number of cases 
of diphtheria, as may be observed by referring to 
the above table. 


There has been a greater turnover of patients, 
a shorter period of hospitalization, and fewer 
complications and deaths. Shortening of the 
quarantine period for scarlet fever by the Health 
Department in June, 1934, from 30 to 21 days 
also reduced the period of hospitalization for this 
type of case. 


An all year round service for venereal disease 
and tuberculosis at Kingston Avenue explains in 
a measure the difference in per capita cost be- 
tween Kingston Avenue and Willard Parker. An- 
other factor is the maintenance of a training 
school for student nurses at Willard Parker. The 
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Willard Parker Kingston Avenue Queensboro Richmondboro 
Cases PerCent Cases Per Cent Cases Per Cent Cases PerCent 
ly ee 1335 10.4 1426 12.2 154 17.5 ek ee 

BY aaa 437 8.9 493 14.2 121 14.0 34 14.7 
8 Beare 251 6.8 261 11.4 81 11.1 11 18.1 
RE Gen 253 9.8 277 15.1 51 21.5 - 8 
O36 5. cs 258 8.1 143 12.6 36 - i 6.6 3 
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PER CAPITA COST 


1933 


1936 





Willard Parker . : $5.65 
Riverside : 3.15 
Kingston Avenue f 3.78 
Queensboro 66 7.09 
Richmondboro : 6.89 


high per capita cost at Richmondboro may be ex- 
plained by the fact that for five months of the 
year there is a very low census, yet the hospital 
must be maintained. 


Hospital Personnel 


All superintendents of the communicable dis- 
ease hospitals are physicians who have been spe- 
cially trained in the diagnosis and management 
of the communicable diseases. The superintend- 
ents of the two major hospitals (Willard Parker 

‘and Kingston Avenue) have had over 10 years’ 
experience. 


The nursing organization is comparable with 
the best in municipal organizations. Willard 
Parker is affiliated with other hospitals (twenty 
in all) for special training of their student 
nurses. The course embraces three months. Wil- 
lard Parker also offers a three months experi- 
ence or training course to graduate nurses for 
whom maintenance only is provided. Diplomas 
are issued to graduate nurses taking the course 
in contagious nursing technique. 


All graduate nurses when employed are immu- 
nized against typhoid fever (if not done within 
three years), smallpox, diphtheria, and scarlet 
fever—the latter two if the Schick and Dick tests 
are positive. Pupil nurses are immunized against 
these diseases at their own school and if the Dick 
test is found positive on entrance to Willard 
Parker, the pupil nurse is returned to her own 
school for further immunization. By doing this, 
we hope to eliminate or at least reduce the num- 
ber of students contracting scarlet fever. Chest 
X-rays are done routinely on all new nurses, and 
on pupil nurses only before being assigned to the 
tuberculosis service. 


The same routine applies essentially to King- 
ston Avenue Hospital. A training school for stu- 
dent nurses will be opened at Kingston Avenue 
late this year. 


At Willard Parker Hospital over a five-year 
period (1932-1936), 140 employees developed a 
contagious disease. The following table shows 
these 140 cases divided into type of employee and 
disease contracted: 
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$5.70 
3.24 
3.96 
5.76 
8.10 


Hos- 
Stu- Physi- pital 
Nurses dents cians Helpers 


Scarlet Fever... 34 
Diphtheria 8 
Parotitis 18 
Measles 10 
German Measles. 20 
Varicella 8 
Typhoid Fever.. .. 
Cerebrospinal 

Meningitis 





99 12 
i 
During this five year period 99 or 7 per cent 
of 1,356 students (includes 8 P. G. nurses tak- 
ing the course) developed a contagious disease. 


At Kingston Avenue Hospital over a similar pe- 
riod (1932-1936), 43 employees developed a con- 
tagious disease. The following table shows these 
43 cases divided into type of employee and dis- 
ease contracted: 


Hospital 
Nurses Physicians Helpers 


Scarlet Fever... 13 
Diphtheria 

Parotitis 

German Measles. 7 
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Omitting the student group at Willard Parker, 
the number of employees contracting a contagious 
disease at both hospitals is approximately the 
same. The difference in the number of physicians 
developing a contagious disease may be explained 
by the fact that the majority of physicians ap- 
pointed to Willard Parker are from out of town 
and have acquired little or no immunity against 
the streptococcus or virus infections. The latter 
statement also applies to the student nurses. The 
turnover of hospital helpers at Willard Parker is 
considerably greater than at Kingston Avenue 
and that accounts for the larger number in this 
group. It it surprising to note that with a 15 
per cent larger nursing staff at Willard Parker, 
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Willard Parker 


CONTAGION AMONG THE NURSES 


Average 
Number 
of Nurses 


Appointed 
over a 5- 
year period 


Number 
developing 
contagion 


Total number 
of Nurses 


exposed Per cent 
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329 19 5.7 


Preventable diseases 9 2.7 
Other diseases ut ee 3.0 


Kingston Avenue 210 299 36 


Preventable diseases 19 
Other diseases 17 


fewer nurses contracted a contagious disease. In 
fact, considering the average number of nurses 
at Willard Parker and the number of appoint- 
ments during the five year period, a nurse at 
Willard Parker has a 5.7 per cent chance of con- 
tracting a contagious disease, while at Kingston 


Avenue a nurse has a 12 per cent chance of con-, 


tracting one of the minor or major contagious 
diseases. 


Employees showing a positive Dick test are 
not assigned to the scarlet fever service until im- 
munized. It is fortunate, however, that in our 
experience a few of those giving a negative Dick 
test also contracted scarlet fever. 


Secondary Infections 


At Willard Parker Hospital over a five-year pe- 
riod (1932-1936) there were 705 secondary infec- 
tions among 27,420 patients treated, excluding 
tuberculosis : 


Num- Per 
ber cent 





Due to exposure before admission.. 354 1.29 
Due to exposure after admission... 351 1.28 





705 2.57 


WILLARD PARKER HOSPITAL 
Diseases following the 705 secondary 


At Kingston Avenue Hospital over a similar 
period (1932-1936), there were 250 secondary in- 
fections among 18,893 patients treated, excluding 
tuberculosis and venereal cases: 

Num-- Per 
ber cent 





Due to exposure before admission.. 121 .64 
Due to exposure after admission... 129 .68 





250 1.32 


In both major hospitals, measles and varicella 
were the most frequent offenders, and were re- 
sponsible for 70 per cent of the cross infections. 
Parotitis appears next in frequency followed by 
scarlet fever. Diphtheria as a secondary infec- 
tion appeared infrequently. 


The maximum incubation period on which this 
study is based: 


Scarlet fever 
Diphtheria 
Measles 

German measles 
Varicella 
Parotitis 
Pertussis 


KINGSTON AVENUE HOSPITAL 
Diseases following the 250 secondary 





infections infections 
Exposed Exposed Exposed Exposed 
before after before after 
admission admission Total Per cent admission admission Total Per cent 
. : 
+ Varicella 89 131 - 220 31.2 34 24 58 23.2 


©" Onegonannors 


~ 


Measles 156 287 
Scarlet fever . 29 28 57 
Pertussis 5 34 
Parotitis 13 64 
Diphtheria .... 2 9 11 
German Measles 23 9 32 


354 705 
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SECONDARY INFECTIONS BY YEARS, EXPRESSED AS PERCENTAGES OF TOTAL CASES 
TREATED 


WILLARD PARKER 1932 


1933 1934 1935 1936 





Secondary Infections 
MIE Te ono 5 ob once se scgu's 
cig se a wen ass 
KINGSTON AVENUE 
Secondary’ Infections 
BAY Sea ans rer ey ea 
MI i AS sink ks he cs cowie nee 


The high incidence of secondary infections at 
Willard Parker in 1932 (2.9) was due to the fact 
that the hospital ran a census for three months 
(March, April, and May) between 85 and 122 per 
cent of its bed capacity. Of necessity patients 
were placed in wards known to be exposed to 
measles and chickenpox. It has been conceded 
that when the census of a contagious disease hos- 
pital exceeds 80 per cent of capacity, a danger 
point is reached. There should be at least a 20 
per cent leeway to permit quarantine of wards 
when necessary and to segregate suspicious cases. 


Another factor, and to our mind an important 
one, is the difference in the number of cases ad- 
mitted to the hospitals with one disease while 
incubating another disease, many of which are 
admitted without a history of such exposure. At 
Willard Parker during the five-year period 354 
such cases were admitted, while at Kingston Ave- 
nue there were only 121. 


Each hospital maintains an operating room 
with modern equipment for sterilization and 
lighting. There are sufficient surgical appliances, 
various types of anesthesia equipment and view- 
ing boxes. Each hospital maintains a croup room 
for incubation, aspiration, and tracheotomies, 
emergency or elective, which is separate from the 
main operating room. 


Trained dietitians are in charge of diet 
kitchens in all the hospitals. A special diet 
kitchen is provided in each hospital for the prep- 
aration of special diets, children’s diets, and in- 
fants’ formulas. 


X-Ray and Laboratories 


Each hospital is provided with an x-ray and 
fluoroscopic apparatus for diagnostic purposes 
with a specially trained staff instructed in asep- 
tic medical technique. There is also a portable 
x-ray in each hospital. Heretofore there has been 
little or no demand for therapeutic x-ray. Re- 
cently, however, the treatment of persistent adult 
diphtheria carriers by x-ray has been instituted. 
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2.1 1.22 2.37 2.18 
1.29 62 1.54 1.24 
84 .60 83 94 


1.41 53 1.31 2.15 
.86 15 57 1.06 
55 38 “74 1.09 


Those treated responded favorably and gave nega- 
tive cultures after the third treatment. There 
has not been a sufficient number of cases treated 
to warrant reporting this form of therapy in 
virulent carriers at this date. 


Electrocardiographic service to the wards has 
been provided in one building at Willard Parker. 
The building is wired so that it is not necessary 
to move patients from their beds in order to take 
a cardiogram. At Kingston Avenue, a portable- 
type apparatus is in use. 


The laboratories are in charge of a full time 
director and each hospital has a pathologist who 
is required to give a minimum of 30 hours a week 
service and is subject to call for necropsies or 
special studies requiring his attention. Willard 
Parker and Kingston Avenue also have a resident 
pathologist who acts in the absence of the head 
pathologist for emergency blood typing. 


Richmondboro and Queensboro utilize the lab- 
oratory at Sea View Hospital and Queens Gen- 
eral Hospital respectively, and both these labora- 
tories are equipped to do all types of work. With 
the exception of Riverside which has a compara- 
tively small communicable disease service save 
in epidemic periods, each hospital has an addi- 
tional laboratory provided in one of the hospital 
buildings in which the resident staff may do 
emergency urines, blood counts, and_ direct 
smears. 


Percentage of Necropsies— 
Willard 
Parker 


Kingston 
Avenue 


29. 

22.3 
24.8 
19.9 
40.1 





A record room is maintained in each of the hos- 
pitals where a monthly analysis report is pre- 
pared which covers évery point of interest, such 
as a ten-year comparative study of cases and 
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death rates by months, by disease; a croup rec- 
ord showing intubations and _ tracheotomies; 
number and per cent of cross infections each 
month; per cent of necropsies, etc. 


A social service department exists in each hos- 
pital with the exception of Richmondboro which 
calls on Sea View Hospital social service for any 
problem that may arise. At Willard Parker Hos- 
pital, a close relationship has been established be- 
tween the various professional groups and the 
social service department. Monthly meetings are 
held which are attended by the superintendent, 
the superintendent of nurses, the director of so- 
cial service, and members of the visiting commit- 
tees. These meetings have worked out so satis- 
factorily that an effort will be made to adopt 
similar procedures in the other communicable 
disease hospitals. 


All patients admitted to the hospitals are in- 
vestigated by the Investigating Bureau of the De- 
partment of Hospitals as to their ability to pay 


for hospital services, but this in no way affects 
their admission, care, or treatment. 


At Willard Parker Hospital in 1936, a follow- 
up system of discharged patients was inaugu- 
rated. Kingston Avenue and Queensboro are to 
adopt this procedure as soon as arrangements are 
completed. During the poliomyelitis study of the 
1931 epidemic, an intensive follow-up system was 
inaugurated at all the hospitals which resulted in 
much valuable information being obtained, as well 
as betterment to the patients. 


Under the auspices of the Speedwell Society, 
convalescent homes have been selected under fos- 
ter mothers specially trained for the care of cases 
requiring post hospital attention. These homes 
are visited daily by a nurse and at frequent inter- 
vals by doctors assigned by the Speedwell Society. 
A careful record of each child’s progress is kept 
and reported. Other convalescent homes are 
available after a three weeks interval, but the 
post contagious unit of the Speedwell Society ac- 
cepts children directly from the hospitals. 





Emergency Lighting in Hospitals 


The attention of hospitals has been directed to 
the need of definite provision for emergency light- 
ing in at least certain selected departments or 
units, as, for example, operating, birth, and acci- 
dent rooms, with such auxiliary units as are re- 
quired to service them. This safeguard is abso- 
lutely essential in case of even momentary break- 
down or cessation of lighting service through fire, 
flood, earthquake, tornado, or other disaster. 
Apart from these extraordinary causes, the light- 
ing service may be interrupted by usual or ordi- 
nary accidents incident to such utility. Without 
proper provision for emergency lighting in hos- 
pitals disastrous results may follow for the pa- 
tient on the operating table, the patient in the 
process of labor, or the serious accident case ad- 
mitted to the emergency department. 


The most desirable solution of the problem is 
to have two sources of electrical energy available 
for lighting the hospital, so arranged that one 
Service comes on automatically when the other 
ceases. This is an excellent plan providing one 
service always remains active, but unfortunately 
the circumstances mentioned might interrupt 
both services simultaneously. Hospitals, there- 
fore, are well advised to provide some sort of 
auxiliary lighting facilities apart from the gen- 
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eral lighting service already available. Lamps, 
lanterns, candles, and the like are dangerous; 
electricity in some form should be maintained to 
assure a lighting service which is adequate to 
meet any emergency. The storage battery, if of 
ample size, gives a dependable service in the aver- 
age hospital and may be made fully automatic. 
Various sized storage batteries are obtainable and 
may be used, depending upon the number of rooms 
to be serviced. The portable operating room light 
with small storage battery is also valuable for 
emergency lighting of not too long duration. It 
must be remembered, however, that the emer- 
gency may exist for four to six hours or longer, 
and provision should be made for emergency serv- 
ice which will continue for at least six to ten hours 
during which time the regular service can be re- 
stored or other provision made for essential 
lighting. 


In the last analysis, the hospital should be the 
safest place in the community for the sick and the 
injured, and the matter of emergency lighting is 
a feature which warrants the serious considera- 
tion of every hospital. 


Bulletin of American College of Surgeons, June, 
1937. 
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Standardization—A Key for Hospital 
Management 


H. M. LAWRENCE, Materials Engineer 


American Standards Association 


nue. The light at the 42nd Street inter- 

section turns red. He stops. When the 
light changes to green he moves on again, almost 
automatically. But a few years ago driving was 
not so simple. There were many different sys- 
tems of traffic lights in use in towns and cities 
all over the United States, and the out of town 
motorist had to stop and think when the light 
changed. If he made a mistake, there was one 
more job for the local auto wrecker. 


: i MOTORIST is. traveling up Fifth Ave- 


Standardization of colors for traffic signals 
may seem a far call from the problem of Ameri- 
can hospitals in providing better individual care 
for more patients at a cost which will still be 
within the reach of the many in need of such care. 
Yet the same principle that has provided the 
American public with more and better cars for 
less money and with colors for traffic signals 
which are standard throughout the 48 states, is 
being used today to lower the cost of hospital 
beds, mattresses, dishes, rubber sheets, and other 
equipment. Some of this is being accomplished 
through the simplification of sizes and the elimi- 
nation of unnecessary variety. At the same time 
equipment is being improved through the devel- 
opment of buying specifications for quality and 
performance. 


Why Standardize 


The old idea of making things “special’’ in or- 
der to get the business of supplying parts and 
making repairs is now pretty thoroughly discred- 
ited. Under modern conditions such a course us- 
ually loses more business for a firm than it re- 
tains for it. On the other hand people generally 
are not much interested in “paper standards,” 
but only in such standards as are useful as work- 
ing industrial tools. Therefore standardization is 
usually carried on for the sake of economies in 
production, distribution, or use, or to protect per- 
sons and property from injury. 


The hospital bed is one item that has been 
standardized by the American Hospital Associa- 
tion for convenience in use and with large savings 
in initial cost. 
National Bureau of Standards a simplified prac- 
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Through the cooperation of the 


tice recommendation for the sizes, types, and 
capacities of chinaware for hospital use has been 
developed. In the interest of safety, the German 
Committee on Hospital Standards has published 
rules for the protection of doctors and technical 
personnel against high voltages in medical x-ray 
plants. These are just samples of the kind of work 
that is being done. 


The development of standards for economy and 
progress has gone on continually in all but the 
simplest industrial processes for many genera- 
tions. Today standardization enables a hundred 
tons of steel an hour to pass down the assembly 


‘line of an automobile manufacturing plant—to be 


straightened, formed, aligned, fastened together, 
cleaned, and painted—a flow of frames, one every 
8 seconds. But the master craftsmen of the Mid- 
dle Ages also used standardization to increase the 
output of his half dozen apprentices. 


Hospital Standardization Program 


The accomplishments of the Committee on Sim- 
plification and Standardization of the American 
Hospital Association is the hospitals’ answer to 
the question—“Why Standardize?” A great deal 
of credit is due this committee for the standards 
which have been completed and the projects 
which have been initiated during the very diffi- 
cult years through which we have just passed. In 
much of this work the practical program of the 
Hospital Bureau of Standards and Supplies has 
been very valuable. Parts of the work have only 
been made possible, however, by the cooperation 
of such outside agencies as the National Bureau 
of Standards through its Division of Trade Stand- 
ards and its Division of Simplified Practice. As 
the writer understands that other articles will 
cover these developments fully, such work will be 
mentioned here only as it is connected with the 
national standardization movement clearing 
through the American Standards Association. 


Where the American Standards Association 
Comes In 


Until recently the American Standards Asso- 
ciation has been able to contribute only slightly 
to standardization activities in the hospital field. 
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But with the formation of the Advisory Commit- 
tee on Consumer Goods last September, the ASA 
entered a field which while planned to aid the ulti- 
mate consumer is going to affect the manufacture 
and sale of some of the basic articles used by hos- 


pitals. 


The hospital, although an institution, has many 
of the needs and problems of the individual con- 
sumer. If it is important for the housewife to 
know the tearing strength of a sheet and how it 
will stand up under repeated launderings, this in- 
formation is doubly important to the hospital pur- 
chaser who buys sheets by the hundreds instead 
of by the half dozens. The housewife needs to 
know the fiber content of the mattresses offered 
for sale in order to choose the one best suited to 
her needs and pocketbook; but this labeling of 
fiber content is even more important to the hos- 
pital where mattresses are in constant use. Stand- 
ardization of sizes, use of grade labeling, develop- 
ment of performance and quality standards—all 
parts of the program of the new Advisory Com- 
mittee—are also of vital importance to hospitals. 


Advisory Committee on Ultimate Consumer Goods 


Last September representatives of consumer 
groups met with a small number of leading retail- 
ers at the offices of the American Standards Asso- 
ciation to discuss standards for consumer goods. 
This was the beginning of the Advisory Commit- 
tee on Ultimate Consumer Goods of the American 
Standards Association which today represents the 
point of view of five national consumers’ organiza- 
tions whose combined membership runs well into 
the millions. Fifty-six hundred department, spe- 
cialty, and dry goods store are represented on 
this committee, through the active participation 
of the National Retail Dry Goods Association. The 
Federal Government is taking part through three 
of its bureaus. The Committee is planning a 
standardization program in the consumer field 
which should benefit institutional consumers such 
as hospitals and hotels almost as much as it will 
help the housewife. 


The organization of the committee was brought 
about by consumer demand for standards which 
has resulted in closer attention to this subject on 
the part of commercial interests. This is espe- 
tially true of the large retailers, many of whom 
see in this program a new technique for increas- 
Ing public confidence in their merchandise. It is 
an interesting fact that this is the first time the 
stores, through a national organization, have sat 
down with their organized consumer representa- 
tives for a systematic study of the subject of 
standards in retail trade. . 


Most of the work of the American Standards 


August, 1937 


Association to date has been with the heavy in- 
dustries—with fits of mechanical parts, sizes of 
screws and bolts, strengths of steel bars and of 
building materials, performance standards for 
electrical machinery. It may seem strange then 
to find the Association serving as a national clear- 
ing house for standardization work in the con- 
sumer goods field. Yet the principles underlying 
the development of standards are the same 
whether the problem is one of cast iron pipe or of 
silk stockings. It is a question of getting together 
the different groups who either make, use, or are 
affected by the product to be standardized. Then 
coordinating the often conflicting interests until 
an acceptable document can be prepared which 
represents the best current practice. 


Complexity of Group Interests Involved in 
Standardization 


A striking illustration of the complexity of 
group interests frequently involved in standard- 
ization is offered by the development of specifi- 
cations for wood poles for power and communi- 
cation lines by the American Standards Associa- 
tion. This would seem a comparatively simple 
job. Yet the technical committee in charge con- 
sisted of 40 men representing 23 national bodies. 
These included representatives of the power, tele- 
phone, telegraph, municipal, and steam and elec- 
tric railway groups, and also such diverse groups 
as the American Wood Preservers’ Association 
and the Federal Government—all of which had a 
substantial interest in the project. 

As in the case just cited, the thoroughness and 
flexibility of American Standards Association pro- 
cedure has usually resulted in a solution of the 
underlying problem rather than in mere compro- 
mise. Years of experience in working with vari- 
ous groups has gone into the development of this 
procedure; and it has proved that if the prelimi- 
nary steps are wisely taken the question of ac- 
ceptance of a completed standard seldom becomes 
an issue. A certain company or industry may not 
find it advisable to put the standard into operation 
immediately, but the fact that it has taken part 
in the development of the standard is the best 
guarantee for its future use. 

In order that the standard as a tool shall at all 
times have a good cutting edge, revisions are 
made whenever new developments or changing 
conditions make such a step desirable. 

The American Standards Association has been 
acting as a national clearing house for standards 
since 1918. It has had extensive experience in 
coordinating the points of view of various groups, 
and it has developed the machinery for a thor- 
ough and impartial standardization movement. 


There are today several hundred technical so- 
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cieties, trade associations, and bureaus of the 
Federal Government cooperating with the ASA in 
the development of national standards, and many 
of these groups are at the same time carrying on 
standardization activities for their own members. 
As an example of the interrelation of these 
groups, the development of standards for hospital 
mattresses began in the Simplification and Stand- 
ardization Committee of the American Hospital 
Association. It was brought by this committee to 
the National Bureau of Standards with a request 
for the development of a Commercial Standard on 
the subject. At the request of the American Hos- 
pital Association, this Commercial Standard was 
then approved by the American Standards Asso- 
ciation. Similarly, the American Hospital Asso- 
ciation has participated in a number of standard- 
ization projects started by the American College 
of Surgeons. 


Various standardization activities are being 
carried on by the Federal Government which is in- 
terested in industrial standardization in two 
ways: First, as a purchaser, it is interested in an 
extraordinarily wide range of specifications for 
materials and equipment; second, through its 
great research and service bureaus, it is inter- 
ested in innumerable other matters which affect 
the consuming public. The Federal Government 
is cooperating with industry and the various trade 
associations and technical societies in their stand- 
ardization work, and is also tying in with the na- 
tional movement through the ASA. A close and 
intimate relationship has always existed between 
the American Standards Association and the Na- 
tional Bureau of Standards which has placed its 
facilities and the experience of a great corps of 
technical experts freely at the call of ASA com- 
mittees. 


The flexibility and thoroughness of ASA pro- 
cedure, the Association’s relation with other 
standardizing groups throughout the country, the 
going concern value of any organization which 
has been in operation for eighteen years—these 
are some of the reasons that led consumer groups 
among the membership in 1928 to the conclusion 
that the ASA machinery was uniquely fitted to do 
the kind of a job for consumers it has already 
done for the mechanical industries. This is how 
the American Standards Association, which is the 
central clearing house of the national industrial 
standardization movement in this country, got 
into the field of consumer standards. 


It is interesting to note that the American Hos- 
pital Association had representatives on the com- 
mittees in charge of both of the first projects to 
be undertaken in the consumer field—refrigera- 
tors and sheets. Other early work included Meth- 
ods of Testing the Shrinkage of Cotton Cloth, 
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Tests for Woven Textile Fabrics, and standards 
for gas burning appliances. Some of these early 
undertakings failed, partly as a result of difficulty 
in securing the cooperation of retail groups. The 
National Retail Dry Goods Association did not 
become a member of the American Standards As- 
sociation until last winter. The more successful 
projects, however, have resulted in American 
standards for testing iced refrigerators and for 
testing woven textile fabrics, safety standards for 
radio receiving devices, specifications for dry bat- 
teries, as well as 26 standards covering installa- 
tion and performance requirements for many of 
the more commonly used gas-burning appliances, 
In fact, today ninety per cent of all gas appliances 
made in this country conform to American stand- 
ards, and consumer satisfaction has led to an 
increase in sales all along the line. 


The Program of the Advisory Committee 


The new Advisory Committee will tie in with all 
the work that has already been undertaken and 
will also lay plans for new work. It will study 
existing standards in various fields and make rec- 
ommendations as to the needs for further stand- 
ardization. Through emphasizing the point of 
view of the consumer and the distributor to the 
technical committees in charge of specific proj- 
ects, it will stimulate and give direction to the 
whole program of consumer standards. It has 
already laid the foundation for several jobs that 
go deeply into consumer-retailer relations. 


Job number one is the development of a dic- 
tionary of terms used in retailing to describe vari- 
ous types of merchandise, their construction, fin- 
ish, performance, etc. Customers can then find 
like merchandise in all stores described basically 
in the same way and thus be better able to judge 
values, uses, and limitations. This dictionary 
should serve institutional consumers as a guide to 
be followed in specifying merchandise to be 
bought. It will also be used by testing labora- 
tories in reporting on merchandise examined. The 
National Retail Dry Goods Association, which is 
taking leadership in this work, plans to issue a 
special edition of this dictionary in simple non- 
technical language, for the use of consumers. 


A second project involves the standardization 
of sizes of children’s garments, in preparation for 
which the actual measurement of 100,000 children 
is now being taken by the U. S. Bureau of Home 
Economics. 


A third project is the development of a “valid 
certification system” based on sound technical in- 
vestigation, and the establishment of a standard 
procedure to be followed by retailer, manufac- 
turer, and advertiser when certifying commodities 
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to the public. This will also include giving due pub- 
licity to the methods of testing and rating used 
as a basis for such certification. Proposed by the 
Association of Consulting Chemists and Chemical 
Engineers, this project should do much to clear up 
the irresponsible “certifications,” “listings,” and 
“endorsements,” which are at present tending to 
pring the whole approval system into disrepute 
with consequent hardship to responsible vendors 
and to the public. 


Job number four is the development of a general 
system of designations to be used in grading mer- 
chandise. It is expected that this will remove 
some abuses, particularly the use of hidden top 
grades. A simple understandable system of grade 
names and terms should result from this project. 


Sub-committees have also been appointed to in- 
vestigate and suggest a standards program for 
hosiery, bedding, and upholstery, electrical refrig- 
erators, shoes, color permanence, shrinkage, and 
sheets. 


American Hospital Association and Consumer 
Goods 


Standardization projects that are being planned 
today by the Advisory Committee will affect 
many hundreds of articles sold across the counter 
at retail. Of course it is too early to evaluate the 
work or to predict the proportions to which it 
will have grown in another year. But those who 
have compared its slow and precarious growth 
during the last dozen years with the events of the 
past eight months may hazard an optimistic 
guess. 


The American Hospital Association, like the 
American Hotel Association and the National As- 
sociation of Purchasing Agents, represents the in- 
stitutional consumer point of view. While there 
is a difference between institutional buying and 


the buying of the average housewife, there is also 
a definite tie up between the two. Much of the 
work now being undertaken is bound to affect 
both groups. 


The American Hospital Association has had 
considerable experience with the ASA method of 
developing standards through actual participation 
in this work. Mention has been made of the 
standard for hospital mattresses which has been 
approved by the ASA. The American Hospital 
Association is at present represented on the ASA 
committee which is developing a safety code for 
walkway surfaces for apartment houses, fac- 
tories, office buildings, hospitals, etc. It is also 
represented on a committee for the standardiza- 
tion of plumbing and plumbing equipment, on a 
committee for standards and specifications for re- 
frigerators, on a committee for standards and 
specifications for sheets and sheeting, and on the 
ventilation code committee. As further work in 
the consumer field is undertaken by the ASA, 
more opportunities for participation by the Amer- 
ican Hospital Association will arise to the mutual 
benefit of both groups. 


, The modern hospital offers a field almost un- 
limited in its standardization possibilities. There 
are opportunities to simplify sizes, to develop 
purchasing specifications and standards of per- 
formance, to draw up safe practice rules. The pro- 
gram now underway in your committee might be 
expanded to include many additional items of 
equipment; and some of its work might well be 
coordinated with the ASA program on consumer 
goods. 


Although no one can say at the moment how 
far the development of standards for consumer 
goods is going, much of this program is bound to 
be more or less directly related to hospital prob- 
lems. 





Sales Tax Does Not Apply to Kansas 
Hospitals 


The Tax Commission of the State of Kansas 
has announced the following rule in connection 
with Sales Tax exemption for hospitals and simi- 
lar institutions: 


“Hospitals, infirmaries, sanitariums, and simi- 
lar institutions are engaged primarily in the ren- 
dition of service. No tax attaches to their gross 
receipts from meals, bandages, dressings, drug, 
Xray photographs, or other tangible personal 
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property used in the rendering of hospital serv- 
ices, even though the charges for such items are 
segregated from the charges for other hospital 
services. Hospitals, infirmaries, and sanitariums 
are deemed to be the purchasers for use or con- 
sumption of the above tangible personal property 
and the sale of such items to them is taxable. 


“Where hospitals operate dining rooms or 
pharmaceutical dispensaries, or otherwise sell 
tangible personal property or taxable services to 
consumers or users, apart from the rendition of 
hospital service, and make specific charges there- 
for, the receipts from these services are taxable.” 
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Physical Therapy in the Hospital 


FRANK H. KRUSEN, M.D. 
Section on Physical Therapy, The Mayo Clinic, Rochester, Minnesota 


has become an important part of modern 

medicine as practiced in the hospitals of this 
country, and, in fact, of the whole world. The 
work of the Council on Physical Therapy of the 
American Medical Association did much to estab- 
lish such medical practice on a rational basis. 


Tos treatment of disease by physical agents 


Physical therapy has been defined as the treat- 
ment of disease by means of light, heat, water, 
electricity, and mechanical means, including mas- 
sage, corrective exercise, and occupational ther- 
apy. This is a field of medical practice which un- 
til recently has been much neglected by organized 
medicine. It is only in the past decade that 
physical therapy in the hospital has begun to as- 
sume its rightful place. Because of the advan- 
tages it offers in shortening the length of dis- 
ability and in relieving the suffering of the hos- 
pitalized patient, it behooves the modern hospital 
executive to give careful consideration to the es- 
tablishment of a properly organized physical ther- 
apy department in his institution. 


Physical therapy departments are needed not 
only in general hospitals, but also in mental hos- 
pitals, hospitals for crippled children, institutions 
for the treatment of tuberculous patients, indus- 
trial hospitals, and in other specialized types of 
institutions. 


World-Wide Opinions Concerning the Value of 


Hospital Physical Therapy Departments 


Reports come from all over the world concern- 
ing the value of physical therapy departments to 
the hospital. Glénard reported the growth of the 
physical therapy department at the Hotel-Dieu in 
Paris as follows: In the year 1929, 10,000 treat- 
ments were given; in 1925, 40,000; in 1930, 
75,000, and in 1934, 105,000. Cawadias, from 
England, has written: ‘No hospital can be con- 
sidered really modern without physical medical 
equipment. The days when the therapeutic cen- 
ter of the hospital was the pharmacy with its 
brightly colored bottles are over.” 


Shepley, Chairman of the Committee on Physi- 
cal Therapy of the Canadian Hospital Council, has 
written: “The installation of an adequate physi- 


Read before the annual meeting of the Minnesota Hospital 
Association, Rochester, Minnesota, May 13-15, 1937. 
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cal therapy department in the hospital not only 
makes for better service to the patient but it 
tends also to lessen the worry and anxiety of the 
physician who has the responsibility of provid- 
ing the proper care for his patients. Because it 
lessens the hospitalization period a physical ther- 
apy installation appeals also to those who are re- 
sponsible for the provision of hospital finance.” 


Behneman in California has written: “In this 
present era of specialization in medicine with the 
increased cost of hospital maintenance and high 
cost of medical care every effort must be made 
to cut down the number of sick days per capita. 
. . . As one of the means toward this end, a well- 
planned and well-conducted hospital department 
of physical therapy has. now become recognized 
as a necessity.” 


Bauer of New York has said: “The necessity 
for a physical therapy department or clinic in 
any general hospital either small or large is rec- 
ognized not only by the medical profession but by 
the general public as well.” 


Much has been written concerning the value of 
physical therapy in the mental hospital. For ex- 
ample Hutchings has said: “Of 34 reports of 
mental hospitals within the state of New York, 
26 report treatment of physical disorders by 
physical therapy. These facts, together with an 
almost repeated expression of the increase in the 
number of patients treated each year, point to 
an ever-increasing realization of the need of a 
physical therapy department in a mental hospi- 
tal.” 


Amsden has written: “Physical therapy is 2 
very seriously important matter in the treatment 
of patients in mental hospitals,” and Lawson has 
stated that the object of treatment in a mental 
hospital is to bring about healthy functioning of 
an individual in a group or society. He believed 
the medication was not the predominant feature 
in such restoration of function, but that most im- 
portant were “therapies of rest, diet, physical and 
occupational therapy.” 


Number of Physical Therapy Departments 


In 1927 Peebles reported that of the 7000 hos- 
pitals in the United States, 2100 have physical 
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therapy departments as compared to 4400 which 
had clinical laboratories and roentgen ray depart- 
ments. Kovacs reported that in 1931 there were 
in the United States 2236 physical therapy de- 
partments as compared with 4523 roentgen ray 
departments. He further stated that a survey of 
the New York State Hospitals in 1930 showed 
that 57 per cent possessed physical therapy de- 
partments and that 34 per cent of the remainder 
were planning to organize such a department. 


No more recent data concerning the number of 
physical therapy departments are available; how- 
ever, it is certain that within the past ten years 
many new departments have been formed and 
many old departments have been enlarged, so that 
it is safe to say that a large percentage of mod- 
ern hospitals possess well organized departments 
of physical therapy. There is still some confusion 
concerning the construction, personnel, organiza- 
tion, and operation of such departments. Many 
hospital executives are unaware of the fact that 
they may obtain information concerning such 
problems from a number of organizations. 


Agencies Which Will Give Advice Concerning 
Hospital Physical Therapy Departments 


Behneman has pointed out that the organizers 
and supporters of a hospital physical therapy de- 
partment can turn to any of the following agen- 
cies for sound and logical advice: (1) The Coun- 
cil on Physical Therapy of the American Medical 
Association, (2) The Committee on Physical 
Therapy of the American Hospital Association, 
(3) The American Congress of Physical Therapy 
(a group of physicians interested in this field), 
and (4) The American Physiotherapy Association 
(a group of highly ethical physical therapy tech- 
nicians). The Council on Physical Therapy has 
tested and standardized much of the apparatus 
used in hospital physical therapy departments, 
and the secretary of this group, Mr. H. A. Carter, 
535 North Dearborn Street, Chicago, will supply 
alist of accepted apparatus to any interested hos- 
pital executive. He will also supply information 
concerning the planning of a physical therapy de- 
partment. The Committee on Physical Therapy 
of the American Hospital Association has sub- 
mitted a number of reports concerning the con- 
duct of hospital physical therapy departments 
and has recommended that each department be 
under direct medical supervision and that the 
technicians who serve in the department be regis- 
tered by the American Registry of Physical Ther- 
apy Technicians. The American Congress of 
Physical Therapy has established this Registry 
for Physical Therapy Technicians, and its execu- 
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tive secretary, Miss Marion G. Smith, 30 North 
Michigan Avenue, Chicago, will supply the names 
of registered technicians to any hospital execu- 
tive. This Registry will, in the future, examine 
graduates of thirteen schools for physical therapy 
technicians which have been approved by the 
American Medical Association, and it has also 
just completed arrangements to register well- 
trained technicians without examination who are 
members of the American Physiotherapy Asso- 
ciation and who, prior to establishment of the 
Registry, had seven years’ experience under 
proper auspices. This will guarantee the execu- 
tive who seeks a registered technician that he 
will obtain a well-trained worker for his physical 
therapy department. 


Finally, the American Physiotherapy Associa- 
tion has labored valiantly for a number of years 
to raise the standards of its own group and has 
contributed largely to the present high standards 
among physical therapy technicians in this coun- 
try. While the medical profession has now taken 
over the problem of the establishment of proper 
standards, nevertheless the American Physio- 
therapy Association is also represented on the 
present Registry and will continue to contribute 
to the growth and development of proper stand- 
ards for physical therapy technicians. 


Construction of a Hospital Department of 
Physical Therapy 


The hospital executive who plans to establish 
or to enlarge a physical therapy department 
should first make a preliminary survey to deter- 
mine the available space as compared to the needs 
of the department and the particular types of 
physical therapy which will be needed in his in- 
stitution. Space should be adequate and provi- 
sion for expansion should always be made. The 
department should be easily accessible to other 
divisions of the institution and it should be pos- 
sible to wheel chairs and carriages to the depart- 
ment. The frequent practice of locating the de- 
partment in vacant basement rooms is to be de- 
plored. In my opinion, a physical therapy de- 
partment should never be placed in a basement if 
any other space is available. The department 
should always be well lighted, well ventilated, and 
dry. The cost for establishment of such a de- 
partment will be between $2000 and $3000. It 
should be organized on a moderate scale, taking 
into consideration the needs of the particular hos- 
pital, and should be permitted to expand grad- 
ually along the lines of greatest need. It will 
be found most wise to use in the department only 
such apparatus as has been approved by the 
Council on Physical Therapy. 
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Personnel 


By far the most important point in the develop- 
ment of a well-organized physical therapy depart- 
ment is the obtaining of proper personnel. The 
department should always, with no exceptions, be 
under the direct supervision of a physician who 
is well trained in physical therapy and who should 
write specific orders for each treatment. Nomi- 
nal headship of a department by a radiologist, 
orthopedist, or internist, without direct medical 
supervision of the technical work, has failed in 
many instances. There is a dearth of well-trained 
physicians in this particular field, and it will often 
be advisable to appoint a young staff man, who 
may be interested in the work, to head such a 
department. It is only by having such a man on 
an equal footing with the heads of other depart- 
ments that a physical therapy department can 
be properly established. Working under this 
medical director, who will make the necessary 
contacts with the staff, should be one or more 
registered technicians. 


It is just as important to have a physician in 
charge of this department as it is to have a physi- 
cian in charge of the roentgen ray department or 
clinical laboratory, and it is just as important to 
have properly trained technicians in this depart- 
ment as it is to have well-trained roentgen ray 
or clinical laboratory technicians. The general 
set-up of the physical therapy department should 
be very similar to the other two departments 
mentioned. It should serve all other departments 
of the hospital on an equal basis. Cooperation 
with and from other services is essential. The 
importance of direct consultation between the 
medical director of the physical therapy depart- 
ment and other members of the medical staff can- 
not be stressed too strongly. 


Treatment in the Hospital Physical Therapy 
Department 


Since the scientific application of physical 
agents is fairly new, the research background of 
such applications is frequently less adequate than 
with other forms of medical treatment. It is 
therefore essential that the hospital physical 
therapy department be so constructed that its 
medical director is permitted ample facilities for 
clinical research. Adequate records must be kept 
and methods for the precise determination of re- 
sults must be established. Apparatus for the ap- 
plication of various types of light rays, heat, high 
and low frequency electrical currents, water (in 
its various forms), and so forth, must be avail- 
able. A technician skilled in massage and cor- 
rective exercise is essential to the modern physi- 
cal therapy department. Certain mechanical ap- 
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paratus may be necessary. Elmslie, of London, 
has stressed the extreme value of massage in the 
modern hospital and has pointed to the rapid 
growth of the massage department at St. Bar. 
tholomew’s Hospital... He pointed out that, while 
thirty years ago only two people administered 
massage in this huge institution, today “over a 
thousand treatments a week are carried out in 
the massage department.” 


Fever therapy is rapidly coming to the fore as 
an important phase of physical therapy, espe. 
cially in the treatment of venereal diseases, | 
have previously pointed out that the establish. 
ment of a well-organized fever therapy division 
of the physical therapy department is a coming 
need in the modern hospital. At The Mayo Clinic, 
we are convinced of the value of fever therapy 
in the treatment of gonorrhea, and, as one of our 
gynecologists has put it, we believe that fever 
therapy “is here to stay.” : 


It is impossible to collect all of the important 
phases of the construction, organization, and ad- 
ministration of the hospital physical therapy de- 
partment in a presentation of this sort. To the 
hospital executive who is interested, I would par- 
ticularly commend the excellent article by Coul- 
ter on the construction and administration of the 
hospital physical therapy department and the 
articles by Molander on the same subject. 


Conclusions 


In a previous publication I reached certain con- 
clusions concerning the hospital physical therapy 
department. I now desire to present these con- 
clusions in a revised form as follows: 


1 The department should always be headed by 
a physician who has been trained in the field and 
who should assume direct supervision of the 
work. 


2 The technicians who serve under his super- 
vision should be registered by the American 
Registry of Physical Therapy Technicians. 


8 The department should have ample floor 
space, should be easily accessible to other divi- 
sions of the hospital, and should be well lighted 
and ventilated. (It is preferable not to place this 
department in a basement.) 


4 The equipment should be carefully selected 
and only apparatus which has been approved by 
the Council on Physical Therapy of the American 
Medical Association should be used. 


5 Proper record forms, which give ample ir- 
formation concerning the condition of the patient 
on admission to the department, treatment ad- 
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ministered, progress made, and condition on dis- 
missal, should be provided. 


6 The department should be conducted on an 
appointment system, and, in most instances, 
should be open all day. 


7 It should be realized that one technician is 
capable of administering no more than fifteen to 
twenty treatments per day. 


8 It should be realized that, when properly 
organized, the department can be self-sustaining 
or more than self-sustaining. 


9 The department should receive only those 
cases which have been carefully studied and diag- 
nosed in the clinical section of the hospital (no 
case should originate in the physical therapy de- 
partment). 


10 The medical director of the department 
should, after consultation with the referring phy- 
sician, be permitted to modify treatment as he 
feels advisable. 


11 Technicians should never be permitted to 
administer any treatment without a specific writ- 
ten order from the medical director of the de- 
partment. 


12 The treatment rooms should be properly 
wired with sufficiently heavy wiring and fuses to 
accommodate the apparatus to be used. The elec- 
trical outlets should be placed on the wall, at 
about shoulder height, so that they are easily 
reached. 


18 The department should be organized on a 
moderate scale, taking into consideration the 
needs of the particular hospital that it serves, 
and provision should be made for expansion. 


14 In order to function properly, the hospital 
physical therapy department should be a dis- 
tinctly separate unit, serving all other sections 
of the hospital equally, and it should not be made 
a subdivision of one of the medical specialties. 


15 Properly organized, properly located, and 
properly staffed, the physical therapy department 
of the modern hospital will accomplish much in 
restoration of normal function, improvement of 
the patient’s morale, and shortening of his period 
of disability, and in the alleviation of human suf- 
ferings. It will prove a most valuable asset to 
the institution. 
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Entering a New Profession 


JUNE WINTON 
St. Mary’s Hospital, Duluth, Minnesota 


opportunities for young women in business 

or the professions were limited today, 
like many other high school graduates, I was un- 
decided about my vocation. However, despite the 
jeremiads of “pessimists” and “depressionists” I 
entered junior college to pursue a well rounded 
general course of study. Even after my sopho- 
more year, I was undecided regarding my 
future plans. About that time, I voiced my in- 
decision to a friend. She gave me the informa- 
tion that inspired me with a greater hope for the 
future, a brighter outlook on life, a goal for which 
to work. Desiring to enter some type of medical 
work, I fluctuated in my choice between nursing, 
medical social service, and library work. A com- 
paratively new field, I now learned, was open for 
medical record librarians. Fortunately for me, 
it was a composite of all the factors that appealed 
to me in the three professions in which I was 
most interested. 


fioopor frequently been reminded that the 


In my junior year I entered the College of St. 
Scholastica which in conjunction with St. Mary’s 
Hospital, Duluth, had organized a collegiate 
course for record librarians in February, 1935. At 
the college, I took with other prerequisite sub- 
jects physiology, bacteriology, anatomy, statis- 
tics, Latin, typewriting, and shorthand. In my 
senior year, with six other students, I began my 
practical training period at St. Mary’s where I 
encountered an atmosphere entirely different 
from any I had previously experienced. In this 
little world of strange sounds and smells, of suf- 
fering and joy, we were met with interested 
friendliness by everyone—the hospital superin- 
tendent and director of the medical records 
course, doctors, nurses, record librarians, and all 
with whom we made daily contact. So, dressed 
in our first starchy white uniforms one morning 
in September, we made a tour of the hospital, 
visiting, of course, the various departments where 
we were to work for nine months. 


From the outset we felt the interest and co- 
operation of the staff members in the medical 
records work and in our course. Questions and 
helpful suggestions concerning our work in the 
record room are numerous. To familiarize us 
with medical terminology and the theory of rec- 
ord keeping, we received instruction in those sub- 
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jects early in our senior year from two of the staff 
men. Our study of terminology, coming as it did 
at the beginning of our training, gave us at least 
a working knowledge of the majority of the most 
frequently used medical terms. As a basis of 
study we used the new Standard Classified 
Nomenclature of Disease, the various operative 
indices, and the invaluable medical dictionary. 
Definitions of words, discussions on anatomy, and 
meanings of various operative terms and proce- 
dures were briefly noted. 


Learning to dissect terms and to analyze them 
according to Greek and Latin prefixes or suf- 
fixes proved a distinct aid to our understanding 
and our conception of those terms. Once the 
meanings of the prefixes and suffixes are under- 
stood, innumerable combinations of terms begin- 
ning or ending with any of the common varia- 
tions may easily be analyzed. No longer do I 
feel bewildered by the maze of medical terms, yet 
not long ago I did not believe it possible that they 
all could be analyzed and reduced to simple terms. 


Medical Shorthand 


A few months ago we began our six months 
course in medical shorthand. The purpose of this 
study is to acquaint us with the shorthand out- 
lines of the most frequently used medical terms 
met with in general hospital dictation. The ma- 
jority of words, we have discovered, are written 
out almost completely in shorthand according to 
the Gregg shorthand system. However, a num- 
ber of the prefixes and suffixes previously men- 
tioned have shortened forms. Frequently it is 
necessary to look up definitions and pronuncia- 
tions of words in the medical dictionary, but this 
aids us in acquiring speed in actual dictation as 
well as increasing our medical vocabulary. Ac- 
cording to Effie B. Smither, author of our short- 
hand text, the object of a study of medical short- 
hand is to acquire skill in taking medical notes 
from the “rapidity with which the notes are writ- 
ten rather than the brevity of the outlines.” A 
certain number of the common phrases and fre- 
quently used chemical terms, however, are give! 
in shortened form to facilitate writing. Class dic- 
tation from actual hospital records on an increas- 
ing speed scale is a regular practice. As a sup- 
plement to our study,.dictation on case sum- 
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maries from the various members of the hospi- 
tal staff furnishes further means of improving 
our shorthand speed and form. By the end of 
the course, it is expected that we will be able 
to take dictation at a high rate of speed and to 
transcribe it swiftly and accurately. 


Service and Experience in Many Departments 


At present our services take us into many de- 
partments of the hospital. We spend two weeks 
at the information desk familiarizing ourselves 
with the hospital, directing visitors, and dispens- 
ing information. In the admitting office, we be- 
come acquainted with the component parts of the 
various case charts, the registration of patients, 
the keeping of birth records, the compiling of the 
daily census, indexing and filing, and general hos- 
pital statistics. 


During the month we spend in the laboratory, 
or pathology department, at St. Mary’s, our work 
is mainly the taking of necropsy reports and case 
dictation from the pathologist as he examines 
specimens, and the indexing and cross-filing of 
these laboratory reports. The work in the oper- 
ating room and in the x-ray department is similar 
to that in the laboratory—dictation from the op- 
erating surgeons or the roentgenologist, respec- 
tively, and the subsequent indexing and filing of 
the reports. Another period of two weeks is spent 
at the Miller Memorial Hospital, Duluth, where 
we learn the out-patient technique including prac- 
tical experience under supervision of the social 
service worker, history taking from dictation, and 
indexing and filing of out-patient charts. 


Practical Training in the Record Room 


The remainder of our nine months practical 
training is devoted to the record room itself. This, 
of course, is the most important aspect of the 
training. We deal directly with the records, 
checking, assembling, and filing them, and taking 
histories from dictation and dictaphone. It is in 
the record room that we learn by actual practice 
the use of the various indices—the Massachusetts 
General Classification of Diseases, the Standard 
Classified Nomenclature of Disease, Ponton’s Op- 
erative and Disease Index, the University of Chi- 
cago Clinics’ Operative Index, the Physician’s In- 
dex, and the Soundez filing system. All this calls 
into practice our previous theoretical education. 
For one month under strict supervision the stu- 
dents take complete charge of the record room— 
answering calls for charts for case study and com- 
pletion, filling out insurance papers, looking up 
old data, dates, and records in response to queries, 
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taking dictation, and doing routine work and typ- 
ing. 


During this time each student makes a group 
study of twenty-five cases under the direction of 
a member of the staff. Once the subject has been 
chosen and the doctor’s outline made, cases of 
the type desired are traced through the proper 
indices. After finding the charts in the filing 
room, we then assist in analyzing the cases for 
desired statistics and facts. When necessary to 
analysis, follow-up letters are sent to patients to 
ascertain post-hospital progress. Finally, the 
paper is assembled in useful form and typed. Our 
course in statistics proves as valuable in compil- 
ing these group studies as it is in making up 
daily, monthly, and annual statistical reports, and 
in the editing of the annual hospital report which 
is a part of the duties of the record librarian 
students. 


Staff Conferences 


On the first Thursday evening of every month 
we regularly attend staff conferences. There we 
receive the benefit of discussions of mortality and 
case reports, of the latest treatment of various 
diseases, and frequently of problems encountered 
by the hospital staff. The cases discussed are 
sometimes familiar in that the charts of those 
patients have passed through our hands in the 
record room or in the other departments on our 
service. As students, these meetings enable us 
to see the use made of our record room reports 
and provide a means of improving our medical 
vocabularies and our knowledge of medical ter- 
minology. 


Meetings and Visitation Tours 


During these nine months, we are taken on a 
hospital visitation tour to acquaint us with the 
various systems of record keeping in use in other 
hospitals. This year’s trip included attendance 
at the state convention of record librarians held 
in Rochester, Minnesota, in May. 


Another important factor in our preparation is 
that of attendance at, and participation in the bi- 
monthly, local, Head of the Lakes Record Li- 
brarian Association meetings. A salient feature 
of each meeting is a lecture by some qualified per- 
son on subjects of interest to record librarians— 
filing systems and indices, general and specialized 
terminology, proceedings of medical conventions, 
and the innumerable problems confronting rec- 
ord librarians. 


Occasionally members of the association return 
with interesting accounts of record departments 
visited while on trips, and now and then a record 
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student is given the opportunity of speaking or 
reading a paper on some phase of medical record 
work. 


An interesting, if not unique, custom of the 
Head of the Lakes Record Librarian Association 
is the round table discussions conducted just prior 
to the close of the meetings. Here each member 
and associate member (record student) is privi- 
leged and expected to take part. Perplexing, as 
well as routine, details of a record librarian’s 
work are thoroughly analyzed. This, former stu- 
dents have discovered, is a substantial review for 
registration examinations for entrance into the 
Association of Record Libarians of North Amer- 
ica upon completion of their work at St. Mary’s. 
As students we may become associate members 
of the Association, and through bulletins and 
other printed material keep in touch with meth- 
ods throughout the country. 


To date there has been a total of nine gradv. 
ates from the course at St. Mary’s Hospital, 
whereas the number of students enrolling in the 
course has been multiplying yearly, and the senior 
class has now reached the maximum of seven. A] 
graduates of the school have been placed in satis. 
factory positions as: Mt. St. Mary’s Hospital, 
Niagara Falls, N. Y.; St. Francis’ Hospital, Pitts. 
burgh, Pa.; Nopeming Sanatorium, Nopeming, 
Minn.; Miller Memorial Hospital, Duluth, Minn.: 
St. Mary’s Hospital, Duluth, Minn.; Municipal 
Hospital, Virginia, Minn.; Fairview Hospital, 
Minneapolis, Minn.; the Shriners’ Hospital, Min- 
neapolis, Minn.; and the Duluth Clinic, Duluth, 
Minn. In June of this year, six more medical 
record librarians will be graduated from the Col. 
lege of St. Scholastica with Bachelor of Science 
degrees and the prospects of positions in the near 
future. 


This article was written prior to the June graduation 





Hospitals Required to File Return of Tax on Unjust Enrichment 


Under Tile III of the Revenue Act of 1936, all 
persons who—either directly or indirectly—re- 
ceived refunds of processing taxes which had been 
impounded by court injunction and were returned 
to the tax payers through the January 6, 1936, 
decision of the Supreme Court, are required to 
make a return to the Bureau of Internal Revenue 
showing the amount of refunds so received. This 
does not apply to refunds received prior to Janu- 
ary 6, under the provisions of the Agricultural 
Adjustment Act, relating to refunds to charitable 
organizations. 


The only firms, according to our information, 
which made a full refund of the impounded taxes 
recaptured by them, were the surgical gauze 
manufacturers. These checks were mailed by 
them about October, 1936. There may have been 
other firms who made similar refunds to hospitals 
of these impounded taxes that were recaptured, 
but they have not come to our attention. 


In the event these refunded taxes were not ab- 
sorbed, but were shifted to others, then they are 
subject to the 80 per cent “Windfall” tax that is 
levied on unjust enrichment. In the case of hos- 
pitals, however, there is no question but that the 
taxes were absorbed by the hospitals and not 
shifted to their patients. They accordingly would 
not be subject to tax, but, regardless, a return 
must be made to the Bureau of Internal Revenue. 
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The Bureau has outlined for us the following pro- 
cedure for making returns and avoiding tax: 


In making this return, Form 945 should be se- 
cured from the local collector of internal revenue. 
List on Schedule “B” thereof the names of the 
commodities purchased, the amount of tax refund 
received, and the name of the company from 
whom received. The Bureau of Internal Revenue 
has indicated that this will be sufficient for re- 
port purposes. Then to this Schedule, there must 
be attached an affidavit setting forth the basis for 
the claim of the hospital that the tax was ab- 
sorbed by it and not shifted to others. Do not fail 
to attach this affidavit. The two should then be 
filed with the local collector of internal revenue. 


The following might be cited as examples of 
reasons supporting the claims that the tax was 
absorbed by the hospital: Rates to patients were 
not increased at the time the processing tax be- 
came effective; rates were not decreased when 
processing tax was removed; rates at no time re- 
flected processing taxes; specific charges were not 
made for supplies or for food served, so there 
would have been no practical way to shift the bur- 
den of processing taxes that were paid by the 
hospital; and the like. 


Return for refunds received during 1936 should 
have been filed on or before March 15, 1937, s0 
this should be given immediate attention. 


HOSPITALS 





eae ee ee ee ee a ee” ee ie ea Pee ae ae ee ee 


ae bean i ... Bie. oe a ca. ee 


—~ mR & ©} Gas of > & 4 


radu- 
‘pital, 
n the 
enior 
n. All 
Satis- 
pital, 
Pitts- 
ming, 
inn.; 
icipal 
pital, 
Min- 
iluth, 
ical 
: Col- 
ience 

near 


The Proposed Revision of the Constitution and 
By-Laws of the American Hospital Association 


The Report of the Joint Committee, composed of the Committee on Membership Struc- 
ture and Association Relations and the Committee on Constitution and Rules of 
the American Hospital Association, will be submitted to the assembly 
of the Association at the Atlantic City Convention 


A. C. BACHMEYER, M.D., Chairman of the Joint Committee 


that in conformity with a resolution 

adopted at the annual convention in 1934 
at Philadelphia the Board of Trustees appointed 
a Committee to study the membership structure 
of the Association, the relations between the state, 
provincial, and regional associations, and the na- 
tional and the financial needs and support of the 
Association. 


ee in of the Association will recall 


This Committee, consisting of Mr. John Man- 
nix, chairman, Rt. Rev. Maurice F. Griffin, Dr. 
G. Harvey Agnew, and Messrs. Asa §S. Bacon, 
Graham L.-Davis, James A. Hamilton, John N. 
Hatfield, and the President of the Association as 
an ex officio member made several pfogress re- 
ports. The report submitted at the Cleveland 
convention last year reviewed the work of the 
Committee, proposed a number of changes in the 
organization of the Association and presented a 
revision of the Constitution, in order to carry 
those proposals into effect. 


Members are referred to the July and Septem- 
ber, 1986, issues of HOSPITALS in order that 
they may renew their acquaintance with the sev- 
eral proposals that were made and the explana- 
tions for such changes. The Committee’s report 
is also printed in full on pages 188-208 and the 
subsequent discussion on pages 274-291 of the 
Transactions of the Association for 1936, Vol- 
ume XX XVIII. 


In accordance with the request of the Com- 
mittee, the Board of Trustees last year established 
a Joint Committee, consisting of the members 
of the Committee on Membership Structure and 
of the Committee on Constitution and Rules 
to further study the situation and report. This 
Joint Committee after two lengthy meetings, 
farnest deliberation, much correspondence and 
consultation with the legal counsellors of the As- 
sociation now presents to the Association a pro- 
posed revision of the Constitution and By-Laws. 


This revision, if approved by the Board of 
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Trustees prior to the convention, will be sub- 
mitted as an amendment to the Constitution and 
By-Laws at a general session of the Association 
at the Atlantic City convention. It is published 
herewith in full and all members are urgently re- 
quested to read it carefully and become familiar 
with the suggested reorganization of the Associa- 
tion in order that they may be fully informed and 
may discuss and ballot upon the proposal at the 
proper time. For comparison with the present 
Constitution and By-Laws, members are referred 
to that document as published on pages 15 to 20 
inclusive in the 1936 Transactions of the Associa- 
tion. 


The new By-Laws are intended to effect the fol- 
lowing major changes in the structure and con- 
duct of the Association: 


1 To revise the stated objectives of the Asso- 
ciation so as to make that statement more 
comprehensive. 


To provide for several types of institutional 
membership and to extend the privilege of 
Active Personal Membership to additional 
officers of hospitals. 


To change the scale of Association dues and 
base them upon the amount of service ren- 
dered so as to effect a more equable distribu- 
tion and provide greater financial support 
for the work of the Association. 


To change the basis of representation of in- 
stitutional members in the Assembly and 
found it upon the amount of dues paid. 


To provide for a House of Delegates which 
shall be broadly representative of the mem- 
bership and which shall be the legislative 
body of the Association. 


To continue the Board of Trustees as the 
executive body having control and manage- 
ment of the affairs and funds of the Asso- 
ciation as at present. 





7 To provide for the election of officers here- 
after by the House of Delegates. 


8 To establish six councils for the purpose of 
carrying forward the work of the Associa- 
tion. Practically all committees which are 
now working independently of each other 
will be assigned to one or another of these 
councils, their work better integrated and 
all activities will be correlated through a 
Committee on Coordination composed of the 
chairmen of the six councils with the Presi- 
dent of the Association as Chairman. 


Members are requested to comment upon these 
proposals and should send their remarks to the 
chairman or members of the Joint Committee, 
the Executive Secretary, Dr. Bert W. Caldwell, or 
members of the Board of Trustees. 


Opportunity will also be afforded for full dis- 
cussion at the time these amendments are sub- 
mitted for consideration. 


In submitting this statement for the Joint Com- 


mittee, I desire to express sincere appreciation 
for the assistance and collaboration of all of its 
members and call particular attention to the sery. 
ices of Messrs. Graham L. Davis and John Map. 
nix who bore the brunt of the tedious work. 


The following proposed revision represents the 
opinions of the majority of the Committee which 
consisted of the following members: 


Committee on Membership Structure 
G. Harvey Agnew, M.D. 
Asa §S. Bacon 
Rt. Rev. Maurice F. Griffin ~ 
Graham L. Davis 
James A. Hamilton 
John N. Hatfield 
John R. Mannix, Chairman, and 
also Secretary of Joint Committee 


Committee on Constitution and Rules 
W. L. Babcock, M.D. 
N. W. Faxon, M.D. 
A. C. Bachmeyer, M.D., Chairman, 
also Chairman of Joint Committee 


Proposed By-Laws 


American Hospital Association 


Article I—Name and Object 


Article II—Membership 
Classes of Membership 
Institutional and Personal Membership 
Types of Institutional Membership 
Types of Personal Membership 
Subscribing Membership 
Election of Members 
Resignation of Members 
Expulsion and Reinstatement of Members 
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Article III—Association Dues 
Scale of Dues 
Default in Payment of Dues 
Joint Dues 


Article I[V—Donors and Benefactors 


Article V—Annual Meetings 
Time and Place 
Program 


Article VI—The Assembly 
Membership and Meetings 
Institutional Representatives 
Resolutions 

| Election of Delegates 


Article ViI—House of Delegates 
Membership of House of Delegates 
Apportionment of Delegates 


Election of Delegates 

Meetings 

Powers of House of Delegates 
Voting in the House of Delegates 


Article VIII—Board of Trustees 
How Constituted - 
Election of Trustees 
Quorum 
Powers of Board of Trustees 
Publications 


Article IX—Officers 
Number 
Duties 
Officers’ Reports 


Article X—The Councils 
Purpose of the Councils 
Appointment of Councils 
Reports of the Councils 
Coordination of Activities 


Article XI—Committees 
Appointment 
Vacancies 
Quorum 
Committee on Nomination of Officers 
‘Committee on Nomination of Delegates 
Committee on By-Laws 
Committee on Resolutions 


Article XII—Amendment of By-Laws 
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By-Laws 


Article I—_Name and Object 


This Association shall be known as the Ameri- 
can Hospital Association, Incorporated. Its ob- 
ject shall be to promote the welfare of the people 
through the development of hospital and dis- 
pensary service. To further this object, the As- 
sociation shall encourage professional education 
and scientific research, aid in the health education 
of the public, cooperate with other organizations 
having a similar object, and do all things which 
may best promote hospital and dispensary effi- 
ciency. 


Article Il—Membership 


Section 1 Classes of Membership. Member- 
ship in the Association shall be of three classes: 
(a) Institutional; (b) Personal; (c) Subscribing. 


Section 2 Institutional and Personal Members. 
Membership in the Association on an institutional 
or a personal basis, as the case may be, shall be 
available to organizations and individuals inter- 
ested in the object of the Association having a 
usual location or residence within the confines of 
the United States, its Territories and Insular Pos- 
sessions, or the Dominion of Canada on applica- 
tion and election as provided herein. The term 
“State’’ wherever used in these By-Laws shall 
include the District of Columbia and the Territory 
of Hawaii. 


Section 3 Types of Institutional Membership. 


(a) Active Institutional membership shall be 
available to hospitals or other similar institutions 
that have direct responsibility for the care and 
treatment of patients. This class of members 
shall be divided into three types: 


Type I shall include hospitals, both general and 
special, that care primarily for acute diseases and 
conditions where patients stay a comparatively 
short time. 


Type II shall include all other institutions that 
provide for the care of patients requiring pro- 
longed residence, as well as hospital departments 
of institutions organized not primarily for the 
care of the sick. 


Type III shall include dispensaries, clinics, and 
other similar institutions organized for the diag- 
nosis and treatment of the sick but not rendering 
in-patient bed care. 


(b) Associate Institutional membership shall 
be available to organizations interested in the ob- 
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ject of the Association, but not eligible to Active 
Institutional Membership. 


Section 4 Types of Personal Membership. 
Personal membership shall be divided into four 
classes : 


(a) Active Personal members shall be persons 
who at the time of their election are members of 
the boards of trustees, administrators, assistant 
administrators, members of the medical staffs, 
heads of any executive, administrative or educa- 
tional department of hospitals or other similar 
institutions that have direct responsibility for the 
care and treatment of patients, however such 
officials may be designated, and executive officers 
of any organization having as its primary purpose 
the development of hospitals for general public 
service, the scope and nature of whose work is 
approved by the Board of Trustees. Any person 
once an Active Personal member may continue 
such membership so long as he conforms with 
the rules of the Association. 


(b) Associate Personal members shall be per- 
sons not eligible to Active Personal membership. 


(c) Life members shall be Active and Asso- 
ciate Personal members who shall have their 
memberships continued. for life with exemption 
from payment of dues on the payment of one hun- 
dred dollars ($100.00). 


(d) Honorary members shall be persons of 
distinction who may be elected to honorary mem- 
bership by the House of Delegates following nom- 
ination by the Board of Trustees. Honorary 
members shall pay no dues. : 


Section 5 Subscribing Members. Any person 
or organization not having a usual location or 
residence within the confines of either the Domin- 
ion of Canada or the United States, its Territories 
and Insular Possessions, may become a Subscrib- 
ing member of the Association upon the payment 
of dues as hereinafter provided and during such 
membership shall be entitled to all publications 
of the Association. 


Section 6 Election of Members. Applications 
for membership shall be made to the Executive 
Secretary in writing and the applicant shall be- 
come a member upon receiving the approval of a 
majority of the members of the Membership Com- 
mittee of the Council on Association Develop- 
ment, appointed by the Board of. Trustees, and 
upon payment of initiation fee and dues for the 
first year as hereinafter provided. 





Active Institutional Members, Type I, shall pay 
initiation fees on the basis of the annual patient 
days of service for the preceding calendar year 
as follows: 


1 to 25,000 days of patient service 
25,001 to 60,000 days of patient service... 
60,001 or more days of patient service.... 


All other Institutional Members shall pay in- 
itiation fees of $10.00. 


Section 7 Resignation of Members. A mem- 
ber not in default in payment of dues, and against 
whom no complaint or charge is pending, may at 
any time file his or its resignation in writing with 
the Executive Secretary, and it shall become effec- 
tive as of the date it was filed. 


Section 8 Expulsion and Reinstatement of 
Members. The Board of Trustees may censure, 
suspend, or expel any member for cause after a 
hearing, and any member suspended or expelled 
may be reinstated by the affirmative vote of a 
majority of the members of the Board of Trustees. 


Article III—Association Dues 


Section 1 Scale of Dues. Dues of Active In- 
stitutional members, Type I and II, shall be on 
the basis of one mill ($0.001) for each day of 
the first forty thousand days of patient service 
and one-half mill ($0.0005) for each day of the 
next seventy thousand days of patient service, 
newborn infant days excluded in each instance, 
during the calendar year in which these By-Laws 
shall be adopted and for each succeeding calendar 
year, with minimum dues for any one institution 
of $10.00 and maximum dues for Active Institu- 
tional members, Type I, of $75.00, and for Type 
II, $20.00. At the time such applicants are elected 
to Active Institutional membership, they shall 
pay dues for one full year on the basis of days of 
patient service rendered during the preceding 
calendar year. Dues of Active Institutional mem- 
bers, Type III, shall be $10.00 per annum. 


The Board of Trustees may at its discretion 
vary the above schedule of dues to meet special 
conditions that may arise in connection with the 
membership of groups of institutions that are 
owned and operated by units of government or 
other organizations. 


Dues of Associate Institutional members shall 
be $15.00 per annum. 


Dues of Personal members officially connected 
with an Institutional member shall be $5.00 per 
annum. 


Dues of Personal members officially connected 
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with a hospital or other similar institution that 
is not an Institutional member shall be $10.00 
per annum beginning January 1, 1938. 


Dues of Subscribing members shall be $10.00 
per annum. 


At the time any individual is elected to mem. 
bership he shall pay dues for the entire year in 
which he shall be so elected, except that any in- 
dividual who becomes a member after November 
first in any year shall only pay dues for the period 
commencing on the next succeeding January first, 


Section 2 Default in Payment of Dues. If 
dues are not paid on or before the adjournment of 
the annual meeting, the Executive Secretary shall 
notify each member in arrears, enclosing a copy 
of this section, and if said dues are not paid on 
or before the succeeding first day of January, it 
shall operate to suspend all privileges of mem- 
bership until all arrears are paid in full. At any 
time within three years after the date when dues 
are first required to be paid, a member who has 
been suspended shall be reinstated upon the pay- 
ment of all dues in default and payable at the 
time of reinstatement; otherwise membership in 
the Association shall be terminated. The Board 
of Trustees in its discretion may modify the pro- 
visions of this section effective for such period as 
the Board shall determine. 


Section 3 Joint Dues. In case any State, 
Provincial, or Territorial Hospital Association 
shall propose the establishment of a system of 
joint dues between itself and the American Hos- 
pital Association, the Board of Trustees shall 
have the power to agree upon, establish, and put 
in force such a system of joint dues and fix the 
division of the same between the two associations. 


Article [V—Donors and Benefactors 


Contributors to the permanent fund or endow- 
ment of the Association of sums not less than 
$100.00 shall be known as Donors and such con- 
tributors of $500.00 or more shall be known as 
Benefactors. Donors and Benefactors shall be 
welcome at all meetings of the Association and 
their names shall be perpetually recorded and 
published in the Annual Transactions, of which 
they shall receive a copy. 


Article V—Annual Meetings 


Section 1 Time and Place. There shall be 
held an annual meeting of the Association either 
within or without the State of Illinois, which shall 
include meetings of the House of Delegates and 
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the Assembly, together with such meetings of the 
Board of Trustees, Councils, Sections, and Com- 
mittees as may be fixed by the Board of Trustees. 
The time and place of the annual meeting shall be 
designated by the Board of Trustees and an- 
nounced at least four months before the date so 
fixed. 


Section 2 Program. The program at the an- 
nual meeting shall be arranged by the Commit- 
tee on Coordination of Activities, in cooperation 
with the Executive Secretary, and approved by 
the Board of Trustees. For the proper presenta- 
tion and discussion of the work and problems of 
hospitals at the annual meeting, the Committee 
on Coordination of Activities with the approval 
of the Board of Trustees may establish sections, 
departmental in their nature or devoted to any 
branch of hospital work. 


Article VI—The Assembly 


Section 1 Membership and Meetings. The 
Assembly shall consist of such Active Personal 
members and voting representatives of Active In- 
stitutional members in good standing as shall reg- 
ister at the annual meeting. Sessions of the 
Assembly shall be held during the week of the 
annual meeting at such time as the Board of 
Trustees shall determine and announce, on at 
least 30 days notice through publication in the of- 
ficial journal of the Association. One hundred 
voting representatives of Active Institutional 
members and Active Personal members repre- 
sented in person or by proxy at any meeting duly 
convened shall constitute a quorum. The Presi- 
dent, or in his absence, the President-Elect, shall 
preside at the meetings of the Assembly, and the 
Executive Secretary of the Association shall be 
Secretary of the Assembly. Special meetings of 
the Assembly shall be called by the President only 
upon the written request of not less than two 
hundred Active Personal members and voting 
representatives of Active Institutional members. 
Notice of such meetings shall be given as above 
set forth. 


Section 2 Institutional Representatives. Each 
Active Institutional member shall be entitled to 
one voting representative in the Assembly of the 
Association or in any election or referendum con- 
ducted by the Association for every $15.00 of dues 
paid, provided, however, that every such member 
shall have not less than one vote regardless of the 
amount of dues paid. Whenever a group of in- 
stitutions pay dues as a group in accordance with 
the special provisions of Article III, Sectional of 
these By-Laws, the voting representation of such 
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group of hospitals shall be on the basis of dues 
paid in accordance with the above schedule. 


Voting by proxy shall be permitted at meetings 
of the Assembly but no proxy shall be valid unless 
it shall specify the meeting or meetings at which 
the vote by proxy is authorized and shall be filed 
with the Executive Secretary at least ten days 
before the meeting. 


Representatives of Associate Institutional mem- 
bers, Associate Personal members and Hon- 
orary members, and Subscribing members shall 
be entitled to the same rights and privileges as 
Active Personal members, except they shall not 
have the right to vote, provided that Associate 
Personal members or Honorary members may be 
voting representatives of an Active Institutional 
member of the Association if they are officially 
connected with such institution. 


Section 3 Resolutions. Resolutions adopted 
by the Assembly, except such as pertain to the 
amendment of the Articles of Association or By- 
Laws or to the internal affairs and functions of the 
Assembly, shall not be effective until the same 
shall have been referred to and reported by the 
Committee on Resolutions to the House of Dele- 
gates and adopted by that body. 


Section 4 Election of Assembly Delegates. 
At the meeting of the Assembly at which these 
By-Laws are adopted, the Assembly shall elect 
fifteen members of the House of Delegates. Five 
of these Delegates shall be elected for terms of 
one year, five for terms of two years, and five for 
terms of three years; and thereafter their suc- 
cessors shall be elected for a term of three years 
each. Each Delegate shall serve until his successor 
shall have been elected. Not more than one of 
these Delegates shall be a resident of any one 
State, Territory or Insular Possession of the 
United States or Province of the Dominion of 
Canada. 


Section 5 Election of Officers. At the meet- 
ing of the Assembly at which these By-Laws are 
adopted, the Assembly shall elect the officers 
of the Association and three Trustees each of 
whom shall serve for the full term hereinafter 
provided in respect of such office or trusteeship. 
Thereafter, however, this function will be per- 
formed by the House of Delegates. 


Article ViI—House of Delegates 


Section 1 Membership. There shall be a 
House of Delegates of not to exceed one hundred 
members, which shall consist of the following: 
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The State and Provincial Delegates, chosen as 
hereinafter provided; 


Fifteen Delegates chosen by the Assembly; 


The immediate Past-President of the Associa- 
tion; and 


The members of the Board of Trustees. 


No person shall be eligible to be a member of 
the House of Delegates in any capacity who is 
not an Active Personal member in good standing, 
or the duly accredited representative of an Ac- 
tive Institutional member of the American Hos- 
pital Association in good standing. 


Section 2 Apportionment of Delegates. Be- 
fore January 1, 1938, and every fourth year there- 
after the Board of Trustees shall apportion sev- 
enty-two delegates among the States and Prov- 
inces in proportion to the number of Active Per- 
sonal members and voting representatives of 
Active Institutional members in such States and 
Provinces respectively as recorded in the office 
of the Executive Secretary on January first of 
the year in which the apportionment is made, but 
every State and Province shall have at least one 
delegate. This apportionment shall prevail until 
_ the next quadrennial apportionment whether the 
membership in the Association from a particular 
State or Province shall increase or decrease. 


Section 3 Election of Delegates. The Board 
of Trustees shall appoint from the members in 
each State and Province a committee of three 
persons for the purpose of conducting a meeting 
of the representatives of Active Institutional 
members and Active Personal members residing 
or having a usual location within the State or 
Province, at which meeting the members present 
and represented shall nominate and elect to the 
House of Delegates the number of Delegates ap- 
portioned to that State or Province by the Board 
of Trustees. An Alternate for each Delegate 
shall also be nominated and elected. Each such 
Delegate and Alternate shall serve for a term of 
two years and until his successor shall have been 
duly elected and certified. The Board of Trus- 


tees shall designate the Chairman and Secretary 


of such committee and the time and place at 
which the meeting shall be held. Not less than 
30 days before the meeting the Executive Secre- 
tary of the American Hospital Association shall 
send notice by mail to each and every Active In- 
stitutional and Active Personal member of the 
American Hospital Association in the State or 


Province at the address appearing on the records. 


of the Association specifying the time and place 
of the meeting and the purpose for which it is 
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being called. To constitute a quorum, at least 
twenty-five per cent of the members of the Asso- 
ciation within the -State or Province must be 
represented, either in person or by proxy, but 
the members present may adjourn the meeting 
to such time and place as they may see fit until 
a quorum is represented. 


After the election shall have been duly held, 
such committee shall transmit to the Board of 
Trustees of the American Hospital Association a 
certificate in the form which shall be furnished 
to such committee by the Executive Secretary 
certifying to the time and place of holding such 
election, the number of members represented in 
person and by proxy, and the names and ad- 
dresses of the elected Delegates and Alternates. 
When it shall appear from such certificate that 
the election therein certified to was duly held in 
accordance with the provisions of this section, 
the Board of Trustees shall approve the same and 
such Delegates and Alternates shall thereupon be 
deemed to be the duly elected Delegates and Alter- 
nates to the House of Delegates from such State 
or Province. Whenever the membership of any 
State or Provincial hospital association and the 
American Hospital Association shall coincide, i.e., 
when all of the members of the State or Provin- 
cial hospital association are members of the 
American Hospital Association, such State or 
Provincial hospital association may elect in such 
manner and at such time and place as it shall 
determine the Delegates and Alternates appor- 
tioned to such State or Province by the Board 
of Trustees of the American Hospital Associa- 
tion. The results of any such election shall be 
certified to by the Secretary of such State or 
Provincial hospital association and approved by 
the Board of Trustees of the American Hospital 
Association as other elections under this section, 
and such Delegates and Alternates shall there- 


‘upon be deemed to be the duly elected Delegates 


and Alternate from such State or Province. 


Section 4 Meetings. The House of Delegates 
shall meet during the annual meeting of the As- 
sociation, and at such other times and places as it 
may determine. Meetings of the House of Dele- 
gates may be called at any time by the Board 
of Trustees and shall be called by the President 
of the Association upon the written request of 
a majority of the members of the House of Dele- 
gates. Thirty members present at any meeting 
duly convened shall constitute a quorum. The 
President of the Association, or in his absence, 
the President-Elect, shall preside at the meetings 
of the House of Delegates. The House of Dele- 
gates herein provided: for shall hold its first meet- 
ing at the time of the annual convention in 1938. 
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Section 5 Powers of House of Delegates. The 
legislative and governmental powers of the As- 
sociation shall be vested in the House of Dele- 
gates who shall elect the Trustees and Officers 
of the Association and shall have and may ex- 
ercise all the powers, rights and privileges which 
are or may lawfully be vested in the members 
of the Association assembled at an annual meet- 
ing of the Association, except as otherwise spe- 
cifically provided in these By-Laws. 


Section 6 Voting in the House of Delegates. 
Each member of the House of Delegates, in 
whatever capacity, shall have one vote; no mem- 
bers shall have more than one vote by virtue of 
any dual capacity. The Executive Secretary of 
the Association shall act as Secretary of the 
House of Delegates, shall keep a roster of its 
members, and shall keep and be the custodian of 
its minutes and records. The members of the 


Councils and the Chairman of each Standing and 
Special Committee of the Association shall have 
the privilege of the floor in the House of Dele- 
gates, but shall have no right to vote as such. 
Matters submitted to vote of the House of Dele- 
gates shall be determined by majority vote of 
members present and voting. 


Article VIII—Board of Trustees 


Section 1 How Constituted. There shall be 
a Board of Trustees which shall consist of the 
President, the President-Elect, and the Treas- 
urer, all of whom shall be members ex officio, to- 
gether with nine members elected by the House 
of Delegates as herein provided. If the office of 
an elected member of the Board of Trustees shall 
become vacant between regular annual meetings 
of the House of Delegates, such office may be 
filled temporarily by the Board of Trustees until 
the next annual meeting, at which time the House 
of Delegates shall elect a member for the unex- 
pired term. In the absence of the President, the 
President-Elect shall be the presiding office of 
the Board of Trustees. 


Section 2 Election of Trustees. The members 
of the Board of Trustees whose terms do not 
expire in 1937 shall be members of the Board of 
Trustees created by these By-Laws until the ex- 
piration of the respective terms for which they 
were elected. At the annual meeting of the 
House of Delegates in 1938 and at each annual 
meeting thereafter three trustees shall be elected 
from the members of the Association by majority 
vote of the Delegates present and voting and 
Shall serve for a term beginning with the ad- 
journment of the annual meeting at which they 
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were elected and ending with the adjournment of 
the third annual meeting thereafter. 


Section 3 Quorum. A majority of the Board 
of Trustees shall constitute a quorum. 


Section 4 Power of Board of Trustees. The 
executive power of the Association shall be vested 
in the Board of Trustees who shall have control 
and management of the affairs and funds of the 
Association and shall have the power and author- 
ity to do and perform all acts and functions not 
inconsistent with these By-Laws or with any 
action taken by the House of Delegates. 


Section 5 Publications. The Board of Trus- 
tees shall cause to be published a journal which 
shall be the official publication of the Associa- 
tion, the Transactions of the Annual Meeting, and 
such other bulletins as may be advisable. No 
paper shall be published in the minutes or in any 
magazine or paper as a part of the Transactions 
of this Association except with the approval of 
the Trustees. All papers read at any session of 
the Association or its sections shall become the 
property of the Association, and when so re- 
quested, the Board of Trustees may cause the 
same to be copyrighted in the name of the Amer- 
ican Hospital Association. 


Article IX—Officers 


Section 1 Number. The following officers 
shall be elected from the membership of the As- 
sociation at each annual meeting of the House of 
Delegates: 


A President-Elect, who shall assume the office 
of President for one year at the adjourn- 
ment of the annual meeting next following 
the annual meeting at which he was elected; 

A First Vice-President; 

A Second Vice-President ; 

A Third Vice-President; and 

A Treasurer. 


If any office shall become vacant, the office may 
be filled by the Board of Trustees for the re- 
mainder of the term. 


The Board of Trustees shall appoint and pre- 
scribe the duties of the Editor of the official pub- 
lication and an Executive Secretary, who shall act 
as Secretary of the Assembly, the Board of Trus- 
tees, and the House of Delegates. The Executive 
Secretary, the Editor, and other employees need 
not be members of the Association. 


Section 2 Duties. The officers of the Asso- 
ciation shall perform the duties usually per- 
formed by such officers, together with such duties 
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as shall be prescribed by these By-Laws. In the 
absence of the President, the Vice-Presidents in 
the order of their rank shall perform his duties, 
subject to the provisions of these By-Laws. 


Section 3 Officers’ Reports. The President 
and the Treasurer shall each submit an annual 
report in writing to the House of Delegates and 
the Assembly which shall be filed with the House 
of Delegates. The Treasurer’s annual report 
shall be accompanied by an audit certified to by 
a licensed public accountant designated by the 
Board of Trustees. 


Article X—The Councils 


Section 1 Purpose of the Councils. There 
shall be six Councils for carrying forward the 
work of the Association, one each on Adminis- 
trative Practice, Professional Practice, Construc- 
tion and Plant Operation, Government Relations, 
Public Education, and Association Development, 
and such other Councils as the Board of Trustees 
may from time to time create. The Councils 
shall have such powers and duties, not incon- 
sistent with the By-Laws, as may be determined 
by the Board of Trustees and each Council shall 
endeavor to cooperate with other organizations 
interested in its particular phase of - hospital 
activity. 


The Council on Administrative Practice shall 
consider matters of a general administrative na- 
ture, such as hospital economics, admission and 
collection procedure, purchase and issuance pro- 
cedure, trustee relationship. 


The Council on Professional Practice shall con- 
sider matters of a professional nature, such as 
medical service, nursing, dietetics, social service, 
x-ray, laboratory, physical therapy, clinical rec- 
ords, out-patient department. 


The Council on Construction and Plant Oper- 
atien shall consider matters such as hospital con- 
struction, equipment, supplies, and plant opera- 
tion, including matters relating to housekeeping, 
laundry, heat, light and power, and maintenance. 


The Council on Public Education shall concern 
itself with all matters affecting the education of 
the public regarding hospital service and matters 
of public relations. 


The Council on Government Relations shall 
consider matters affecting the relation of hos- 
pitals to federal, state, and local governments and 
endeavor to cooperate with all branches of the 
Federal Government interested in any phase of 
hospital service. 


The Council on Association Development shall 
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consider matters affecting the development of the 


Association. This Council shall prescribe rules 
and regulations subject to the approval of the 
Board of Trustees governing the admission of 
members to the Association. There shall be q 
membership committee of this Council, appointed 
by the Board of Trustees, which shall recommend 
to the Board of Trustees the approval or disap- 
proval of applications for membership. 


Section 2 Appointment of Councils. Immedi- 
ately following the annual meeting at which these 
By-Laws are adopted, the Board of Trustees shal] 
appoint, on nomination of the President, six mem- 
bers of each Council—two to serve one year, two 
to serve two years, and two to serve three years, 
Each year thereafter two members of each Coun- 
cil shall be similarly nominated and appointed to 
hold office for three years. The President shall 
designate the Chairman of each Council each year, 
but no member of the Board of Trustees shall 
serve as Chairman of the Council. Each Council 
may select its own Secretary and the Chairman 
of each Council may appoint such committees sub- 
ject to approval of the Committée on Coordina- 
tion of Activities from the membership of the 
Association as may be deemed necessary to carry 
forward the work of the Council. 


Section 3 Reports of the Councils. Each 
Council shall on or before such date in each year 
as shall be fixed by the Board of Trustees, pre- 
pare and submit its written report covering its 
work for such year and its recommendations, if 
any. Each such annual report shall be distrib- 
uted promptly by the Executive Secretary to the 
members of the Association. No report, recom- 
mendations, or other action of the Councils, or 
of any Committee shall be considered as the ac- 
tion of the Association unless and until the same 
has been approved or authorized by the House of 
Delegates or by the Board of Trustees. 


Section 4 Coordination of Activities. The 
Chairman of each Council and the President of 
the Association shall constitute a permanent 
Committee on Coordination of Activities, of which 
the President shall be Chairman, for the purpose 
of coordinating the activities of the various 
Councils and developing the scope and details of 
a program of activities for the Association, sub- 
ject always to the approval of the Board of Trus- 
tees. This Committee shall prepare a budget cov- 
ering the activities of the Councils and submit 
the same to the Board of Trustees for approval. 


Article XI—Committees 


Section 1 Appointment. The following Stand- 
ing Committees shall be appointed by the Presi- 
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dent: Committee on Nomination of Officers, Com- 
mittee on Nomination of Delegates, Committee 
on By-Laws, Committee on Resolutions. The 
President shall designate the Chairman of the 
Committee on By-Laws and the Committee on 
Resolutions. All other Committees shall be ap- 
pointed by the Chairman of the Councils, with 
the exception of such special Committees as the 
Assembly, the House of Delegates, or the Board 
of Trustees may direct the President to appoint. 
The President shall notify the members of all 
four Committees of their appointment. 


Section 2 Vacancies. The President shall 
have power to fill vacancies in any Committee 
other than a Committee appointed by the Chair- 
man of a Council. 


Section 3 Quorum. A majority of the mem- 
bers of any Committee shall constitute a quorum. 


Section 4 Committee on Nomination of Of- 
ficers. The Committee on Nomination of Officers 
shall consist of five members who at the time of 
their appointment shall be members of the House 
of Delegates, each of whom shall hold office for 
five years, and each President shall appoint one 


member of said Committee immediately after he . 


is inducted into office. The senior member of 
the Nominating Committee shall be chairman. 
Any member of the Committee may be removed by 
the unanimous vote of all members of the Board 
of Trustees who shall be present at any meeting, 
or by a majority vote of members present at any 
meeting of the House of Delegates, provided no- 
tice of said proposed action shall be given prior 
to the meeting. 


The Committee on Nominations shall nominate 
to the House of Delegates at the annual meeting 
the names of candidates for President-Elect, three 
Vice-Presidents, Treasurer, and members of the 
Board of Trustees. Other nominations for any 
or all of these offices may be made from the floor 
of the House of Delegates. 


Section 5 Committee on Nomination of Dele- 
gates. The Committee on Nomination of Dele- 
gates shall consist of five members, each of whom 
shall hold office for five years and each President 
shall appoint one member of said Committee im- 
mediately after he is inducted into office. The 
Senior member of the Nominating Committee 
shall be chairman. Any member of the Com- 
mittee may be removed by unanimous vote of all 
members of the Trustees who shall be present at 
any meeting. The Committee shall nominate to 
the Assembly members of the House of Delegates 
to be elected that year. 





August, 1937 









Section 6 Committee on By-Laws. The Com- 
mittee on By-Laws shall consist of five members, 
each of whom shall hold office for five years, and 
each President shall appoint one member of 
said Committee immediately after his induction 
into office, provided that following the annual 
meeting of 1937 the President shall appoint five 
members, one of whom shall hold office for one 
year, one for two years, one for three years, one 
for four years, and one for five years. There- 
after the succeeding Presidents shall each ap- 
point one member of the said Committee to hold 
office for five years. The Committee on By-Laws 
shall consider and report on all proposed amend- 
ments to the By-Laws. 


Section 7 Committee on Resolutions. The 
Committee on Resolutions shall consist of five 
members who at the time of their appointment 
shall be members of the House of Delegates, each 
of whom shall hold office for five years and each 
President, immediately after his induction into 
office, shall appoint one member of said Com- 
mittee, provided that following the annual meet- 
ing of 1937 the President shall appoint five mem- 
bers, one of whom shall hold office for one year, 
one for two years, one for three years, one for 
four years, and one for five years. Thereafter 
the succeeding Presidents shall each appoint one 
member of said Committee to hold office for 
five years. 


Article XI1J—Amendments 


These By-Laws and the Articles of Association 
may be amended by the affirmative vote of two- 
thirds of the Active Personal members and vot- 
ing representatives of Active Institutional mem- 
bers present at any session of the Assembly, at 
which at least one hundred such members are 
present and voting, either in person or by proxy. 
A proposed amendment must be approved in writ- 
ing by not less than twenty members of the Asso- 
ciation and filed with the Executive Secretary at 
least ninety days prior to the meeting at which 
such amendment is to be considered. The Execu- 
tive Secretary shall refer the proposed amend- 
ment to the Committee on By-Laws and shall 
cause notice of such proposed amendment to be 
given to the members of the Association by pub- 
lication in the issue of the official journal of the 
Association immediately preceding and not less 
than 10 days prior to the meeting at which the 
amendment is to be considered. The Committee 
on By-Laws shall report the proposed amendment 
to the House of Delegates and the House of Dele- 
gates shall in turn submit the proposed amend- 
ment with its recommendations to the Assembly 
for approval or disapproval as herein provided. 
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The Annual Institute for Hospital Administrators 


ducted an annual Institute for Hospital Ad- 

ministrators for the past five years, in co- 
operation with the Chicago Hospital Association, 
the American College of Surgeons, the University 
of Chicago, and other organizations. This Institute 
is a refresher course for those who are engaged in 
hospital administrative work. It is so arranged 
that the problems with which the administrator is 
confronted are discussed, and many of them are 
solved for the benefit of those who attend. 


Tv American Hospital Association has con- 


Authorities in hospital administrative work are 
assigned on the program as lecturers and leaders 
in the seminars, while such outstanding hospital 
authorities as Dr. Malcolm T. MacEachern, the 
associate director of the American College of Sur- 
geons, Mr. Robert Jolly, Dr. Robin C. Buerki, Asa 
S. Bacon, and others, lead the panel discussions 
and round tables. 


The Institute has attracted the attendance of 
hospital people from all over the world. During 
the five Institutes previously held, registrants 
from fifteen countries outside of the United 
States and Canada have been in attendance. 


It has been one of the important activities in 


the educational program which the Association is 
carrying on. The five hundred or more hospital 
people who have been in attendance at the Insti- 


1936 


tute—many of whom have attended two or more 
Institutes—have been very enthusiastic in their 
appreciation of the benefits which the Institute 
brings to the hospital administrator. 


This year the program is ideally constructed 
and consists of ten seminars, lectures (one for 
each morning of the Institute). Among the lead- 
ers of these seminars are such prominent people 
in the hospital field as G. Harvey Agnew, M.D., 
James Moss Beeler, M.D., Fred G. Carter, M.D, 
Clyde D. Frost, M.D., Miss Macie N. Knapp, Mr. 
J. Lincoln MacFarland, Claude W. Munger, M.D., 
Miss Edna Newman, C. Rufus Rorem, Ph.D., and 
Dean William H. Spencer of the College of Busi- 
ness, University of Chicago. 


The afternoons of each day will be given over 
to clinical demonstrations at eighteen of the lead- 
ing hospitals in Chicago’s metropolitan area. The 
evenings will be devoted to round table discus- 
sions directed by Dr. Malcolm T. MacEachern and 
his associates. 


The Institute will be held this year, as in pre- 
vious years, at Judson Court on the University of 
Chicago campus. The list of registrants so far 
has exceeded that of previous years, and it is 
requested that those who desire to register for the 
Institute do so without undue delay. 


The Institute opens on August 30, and continues 
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through September 10, giving those who attend 
an abundance of time to travel to Atlantic City 
for the Thirty-ninth Annual Convention of the 
American Hospital Association. 


Full information and registration blank, will 
be furnished on application to The Executive Sec- 
retary, American Hospital Association, 18 East 
Division Street, Chicago, Illinois. 





The International Hospital Association Will Hold Its 
1939 Convention in America 


HE International Hospital Association 
Tien was organized in Atlantic City in 1929, 

will hold its 1939 Congress in North Ameri- 
ca. The invitation extended on behalf of the 
American Hospital Association by the American 
delegation headed by President Claude W. Mun- 
ger, M.D., and G. Harvey Agnew, M.D., was 
unanimously accepted by the Executive Commit- 
tee of the International Hospital Congress in 
Paris on July 11. 


The International Hospital Association is com- 
posed of hospital associations and representatives 
from 36 countries. It will bring together in its 
1939 Congress delegations of hospital people from 
every country, the world’s leading authorities on 
hospital planning, construction, operation, and 
administration. The Fifth Biennial Congress, 
commemorating the tenth anniversary of its 
founding, will be the largest meeting in its his- 
tory. 


The United States and Canada together with 
the Latin American countries of both North and 
South America will be the hosts to the hospital 
world on this occasion. It will have an official sig- 
nificance and each country will be invited to par- 
ticipate in the Fifth International Congress, 
through the Departments of State or Foreign 
Relations of the respective Governments. 


There were three countries presenting invita- 
tions, England, Germany, and the United States 
and Canada. England withdrew in favor of North 
America and Germany withdrew with the under- 
ag that the 1941 Congress would be held in 

erlin. 


The Congress will be held concurrently with 
the Annual Convention of the American Hospital 
Association. The time and place has not been de- 
cided. The British delegation voted its preference 
for Toronto and if the plans are developed as out- 
lined at present the probabilities are that Toronto 
will be selected. 


The importance of this Congress to the hos- 
Pitals on this continent cannot be over empha- 
Sized. During the ten years since it was first or- 
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ganized, the International Hospital Association 
has performed a remarkable service to European 
hospitals as well as hospitals the world over. It 
has grown in numbers and influence and has taken 
its proper place among world organizations. 


The delegates from the countries throughout 
the world will bring to our hospital people, the 
best results of the study and development of hos- 
pital systems of their respective countries; while 
our p2ople of Canada and the United States will 
present to them the best features of our own insti- 
tutions. 


International gatherings such as this will mean 
to those who attend a great deal more than the 
special interests which they represent as well as 
to organizations united in a common purpcse and 
working in the same field of endeavor.» They con- 
tribute to an international amity, to better govern- 
mental and racial relationships. They promote 
international friendships and establish a better 
understanding of international purposes. 


The American Hospital Association, the Cana- 
dian Hospital Council, and our hospital people all 
over the continent will unite in a cordial welcome 
to the International Hospital Association, and 
will make the 1939 Congress a distinguished one, 
from every point of view. 


Dr. G. v. Deschwanden is President of the In- 
ternational Hospital Association. Dr. E. H. L. 
Corwin of the United States, Dr. W. Alter of 
Germany, and Dr. R. Sand of Belgium are Hon- 
orary Presidents. ’ 


Dr. Malcolm T. MacEachern of the United 
States, and M. Sarraz-Bournet of France are 
Vice-Presidents. 


Sydney Lamb of England is General Secretary 
and Treasurer. 


The members of the Executive Committee are 
Dr. B. Albert of Czechoslovakia, Sir Harold Pink 
of England, and Dr. R. Zeitler of Germany. 


Dr. W. Alter of Germany is Editor of the Of- 
ficial Journal, Nosokomeion. 


71 





a ors 5 ie Wart st 1 OR ARIE oe ¥. nor * RG RR CANT, 


IASI AS PASE T BAST VAST TRAY NENT ICUIASIC ASIC) ASI) EAST IEASIOY IEASICY HEAT IAS 


ATTIS 


5a + + xt 


EDITORIAL COUNCIL 


BERT W. CALDWELL, M.D., 
Editor 


ASI) We 


¥ 


7, 


IN 


< 

~ 

NL 
ay 


G. HARVEY AGNEW, M_LD., ROBERT JOLLY, 


Secy., Department of Hospital Service, Superintendent, Memorial Hospital, 
Canadian Medical Association, Houston, Texas. 
Torento, Ont., Canada. 


en) 


fi] 


FAS 
BLUE 


a 


IRB 
ss 


WALTER E. LIST, M.D., 
W. L. BABCOCK, M._D., 
Superintendent, Jewish Hospital, 


Treasurer, Grace Hospital, Cincinnati, Ohio 
Detroit, Michigan. 


NS 
qj 


rag, 
4 
A, 


Ne 


NS 
J 


¥) 
u 


inal 
BUISBUL 


4 
Ys 


MALCOLM T. MacEACHERN, M.D. 
ASA S. BACON, pai ae 


Superintendent, Presbyterian Hospital, American College of Surgeons, 
Chicago, Illinois. Chicago, Illinois. 


Ty 
AIRY 


+, 


AL 


Diy 
SS 
oR 


yy 
W, 


BILE} 


“i 


NS 
PAM 


CAROLYN E. DAVIS, CHRISTOPHER G. PARNALL, M.D., 


Medical Director, Rochester General Hospital, 
Rochester, New York 


oe 
o 


Seattle, Washington 


Vortnte * é 
VAS i } 
By oh 


+ 


lem: 


NATHANIEL W. FAXON, M_D., WINFORD H. SMITH, M_.D., 


Director, Massachusetts General Hospital, Director, Johns Hopkins Hospital, 
Boston, Massachusetts Baltimore, Maryland. 


re 
rT}hy 
AN 


O44 
zl 


S. R. D. HEWITT, M.B., WILLIAM H. WALSH, M._D., 


Superintendent, St. John General Hospital, Hospital Consultant, 
St. John. N. B., Canada. Chicago, Illinois. 


u: 


‘4: 
17. 


ze 


JS 


ILE 


nays 


Uy 


FREDERIC A. WASHBURN, M_D., 


Director, Cambridge Hospital, 


Cambridge, Massachusetts 


MAN 


4 
1; 


- 
WE 


IR 


PAST ANI 
Pall EI 


7, 


P 
; 
i 


HOSPITALS 





EDITORIALS 


Educational Responsibilities of 
Hospitals 


Does the average citizen know that hospitals 
are a part of the educational system of the United 
States? Probably he thinks of this system in 
terms of grade schools, high schools, and colleges. 
He may remember there are also trade schools, 
mechanics’ institutes, and normal schools. But 
does he realize that hospitals along with taking 
care of the sick play an important part in voca- 
tional training? 


Hospitals have always performed an important 
part in the clinical teaching of medical students. 
From simple ward rounds this teaching has 
grown into undergraduate section teaching clini-, 
cal clerkships, internships, and residencies and 
now postgraduate teaching of physicians and the 
clinical teaching through residencies for special- 
ties. Gradually an imposing list of additional 
teaching responsibilities have been added. The 
first was nursing, which has become the largest 
teaching activity of hospitals both in point of 
numbers of persons taught and the number of 
hospitals providing the instruction. Next came 
the demand for the instruction of social service 
workers and hospital dietitians. This teaching is 
similar to an internship and supplements the reg- 
ular instruction of schools of social service or 
home economics or dietary courses. 


Occupational therapists, record librarians, and 
medical technicians all consider it advantageous 
to round out their theoretical training by actual 
experience in hospital departments. The train- 
ing of hospital administrators has until recently 
been carried on entirely in hospitals as an ap- 
Prentice system of training. Of course this is 
helpful to the hospital but it also produces re- 
sponsibilities. 
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All hospitals teach. Even though they partici- 
pate in none of the activities mentioned above 
they all teach patients. Formerly this consisted 
only of the individual instructions given by doc- 
tor or nurse to each patient. Now in all the 
larger hospitals there are regular classes for 
diabetics, patients with kidney disease, obesity, 
and many other conditions, which are conducted 
by doctors and dietitians. Instruction must be 
given to patients with deformities caused by in- 
fantile paralysis, tuberculosis, and accidents. So- 
cial service supplements the instruction given by 
doctors and nurses to individual patients. Yes, 
all hospitals must do teaching. 


So great has been the demand for instruction 
in all these various ways that hospital adminis- 
trators and hospital trustees have been seriously 
concerned not only as to how it could be provided 
but also as to how it could be financed. The ques- 
tion has been asked: “Is education a hospital 
function? Can funds donated for the support 
of a hospital and the care of patients be used for 
the instruction of doctors, nurses, and others?” 


In the minds of most people there will be- no 
doubts. Hospitals are for service. This service 
includes the care of patients, the prevention of 
disease, the study of the causes of sickness, and 
the development of better methods of diagnosis, 
cure, and prevention of disease. Anything that 
will improve and increase its service will seem to 
the average person a proper hospital function. 


Teaching passes on the knowledge of the past, 
stimulates the study of the present, and helps us 
to anticipate the future. Consequently, it would 
seem as though the educational responsibilties of 
hospitals would increase rather than diminish in 
the future. For this all who are connected with 
hospitals may be truly thankful, for where there 
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is teaching there must be students with new 
thoughts and new questions. Where there is the 
inquiring mind there will be progress. 


Everyone knows that hospitals need money to 
provide care for patients and for research. 
Everyone must realize that hospitals also need 
money for teaching. 


* % a 


Sub-Standard Hospitals for Profit 


High ethical standards not always evoked, sug- 
gest that sooner or later the American Hospital 
Association will be obliged to give consideration 
to a type of hospital that has always been with us, 
but of recent years has increased in number in 
the larger cities. Between 1931-34, particularly 
at the peak of the welfare load, state and county 
welfare commissions and local relief agencies 
were overwhelmed with indigents needing hos- 
pitalization. Currently, medical practice was at 
a low ebb and physicians’ bill largely unpaid; the 
governmental and municipal hospitals of large 
cities and counties were filled to overflowing. 
The non-profit or voluntary hospitals were operat- 
ing at 50 per cent capacity or less, and running 
deeply “in the red.” With the above picture be- 
fore them, a few doctors visualized an opportu- 
nity of turning an honest penny. Laymen with 
the commercial instinct of the promotor, also 
jumped into the breach. In some instances, county 
boards of supervisors or city or county welfare 
commissions charged with the city or county hos- 
pitalization of indigents, were decidedly receptive 
and sympathetic. Political influence on these 
boards. produced alignments with the doctor or 
layman seeking to establish an institution for the 
care of these public charges. 


An instance in point is that of a layman in a 
large city establishing a convalescent home for 
the tubercular, in a large residence. Under the 
supervision of local health authorities he was paid 
$1.85 per day by county authorities for the care of 
ambulatory or convalescent cases. Can a profit be 
made on ambulatory tuberculous patients at $1.85 
per day? Within a year he rented a second building 
in the same block. In the third year he purchased a 
much larger building in the neighborhood, re- 
modelled it and is now trying to purchase a 
fourth. Perhaps this statement of growth an- 
swers the profit question. 


In the same city attempts were made by county 
authorities. to “farm out” general medical and 
surgical cases under like conditions. Through 


74 


the efforts of the local hospital council and a lit- 
tle publicity revealing friendly liaison between 
county authorities and the physician promotor, 
the project was killed. As a final result of this 
situation the local hospital council was able to 
have the hospitalization of general medical, surgi- 
cal, and obstetrical cases limited to hospitals rec- 
ognized by the American Medical Association, as 
qualified to teach interns, or by the American 
College of Surgeons. 


The political affiliations and commercial pro- 
motors, however, do not account for the greater 
number of “Hospitals for Profit.” By far the 
larger number have been organized by physicians 
or specialists who have, because of their driving 
propensities or desire to control, launched out on 
an independent venture. Others represent a sub- 
standard medical group who have been denied, 
by reason of poor training and inadequate quali- 
fications, the opportunity for surgical work or 
hospitalization of their patients in standardized 
hospitals. The remedy may lie in state legisla- 
tion in the final analysis. Possibly the American 
Hospital Association, the American Medica] As- 
sociation, and the American College of Surgeons 
have a responsibility in investigations, standards, 
education, and cooperation with local and state 
associations that may produce further informa- 
tion in regard to “Hospitals for Profit.” 


The Pathologist 


No one will deny the fact that a competent 
pathologist is one of the pillars of scientific medi- 
cine in any hospital. The efficient performance 
of his duties is conducive to better clinical work. 
A fitting slogan would be, “An approved or ac- 
credited pathologist for every hospital.” It is true, 
however, that this is impossible, not alone be- 
cause of the expense involved, but because of the 
lack of a sufficient number of accredited patholo- 
gists to supply all hospitals. The sharing of the 
services of competent pathologists by hospitals is 
now a common practice. Fortunate is the hospital 
which can have a full time pathologist who is a 
diplomate of the American Board of Pathology 
and has one or more registered technicians. This 
gives assurance of efficient service. 


The day has long passed since the pathologist 
was merely. a technician working in his labora- 
tory in the basement of the hospital. Now he has 
taken his place as a clinical consultant at the bed- 
side, in the operating room, and at the necropsy 
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table. Indeed, he can be of immeasurable help 
in interpreting to the physician and the surgeon 
the unseen pathology in the patient. He takes 
his place in the medical staff conference, and par- 
ticularly in the clinical pathological conference, 
and contributes largely to their success. His place 
is wholly indispensable in the modern hospital 
where the best scientific care of the patient is 
uppermost. He contributes also to the educa- 
tional program for the members of the medical 
staff, interns, and residents. He is a key man in 
his position and can do much to stimulate a 
healthy, scientific attitude throughout the hos- 
pital. 


One may well raise the question at this time as 
to whether or not the economic status of the path- 
ologist is threatened today by the ever-increasing 
amount of free laboratory work which is done in 
municipal, state, and federal laboratories. More 
recently there is much agitation for the liberali- 
zation of free laboratory services from tax sup- 
ported laboratories. The campaign against syphi- 
lis, worthy as it is, brings additional problems 
bearing on the economic aspect of the pathologist. 
Wassermanns and allied tests will be done free. 
The proposed federal appropriation for cancer, if 
it should be passed by Congress, will probably 
bring free biopsy examinations. Resolutions re- 
cently sent to Washington by a committee from 
a foundation making certain studies would extend 
free laboratory services more extensively than at 
present. 


Worthy as many of these recommendations may 
be and similarly threatening economic disturb- 
ances for the pathologist, do they outweigh the 
value of maintaining the present high grade clini- 
cal laboratory services in hospitals? We cannot 
entirely ignore the economic problem from the 
standpoint of the pathologist and the hospital in 
sustaining an efficient laboratory. Let us be ever 
mindful of what the pathologist means to the bet- 
ter control of surgery and other work carried on 
in the hospital, not to say anything of his value 
from the standpoint of education. Let us hope 
the pathologist’s economic status will be main- 
tained in order that he may advance in his pro- 
fession. 


Hospitals and Labor Unions 


Every industry is confronted with the problem 
of labor unions at the present time. When the 
Supreme Court of the United States affirmed the 
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Wagner Labor Act it opened the way for the 
greatest development in the labor union move- 
ment that this country has ever known. 


Around directors’ tables in countless institu- 
tions, the problem of adjusting organization and 
finances to meet the new demands of labor is be- 
ing discussed. The legal obstacles which might 
prevent the fulfillment of the demands of labor 
are being thrown into the discard. Legal techni- 
calities will not, in all probability, further prevent 
organization of the employees. The problem is, 
how are the demands of labor to be met. Hospital 
Boards must study ways*and means to meet a 
higher payroll with shorter working hours with- 
out increasing the cost beyond the point where 
balanced operations can continue. 


For the first time in the history of many char- 
itable organizations an outside force or influence 
has begun to direct their destinies. To be sure, the 
government has entered the picture before this 
time in its various forms of taxation and its sub- 
sequent investigation of income and outgo, but 
the government has never assumed the right of 
dictating who should or should not be employed. 


Today, another party having no financial in- 
terest in the organization demands the right to 
dictate the policy of employment. This in a word 
is what the labor movement will demand of all 
organizations. Does it apply to our hospitals? 


In New York City on the eastern coast and 
Seattle on the western coast, the public press has 
carried reports on attempts to organize nurses 
and other personnel in our hospitals. The results 
of these attempts will be watched with great in- 
terest by the entire hospital:field. The hotels of 
the country are meeting with the same organiza- 
tion effort to unionize their employees. In the 
latter instance, the unions demand the right to 
name the confidential secretaries, as well as the 
other workers. Just how far these demands will 
go in respect to hospital employees is not known 
at present. 


It does not matter whether hospital trustees 
and superintendents believe in labor unions or not, 
or does it matter what the policy has been in the 
past in regard to charity, part-pay, or full pay 
patients, or hours or work for nurses, orderlies, 
and other employees; the important thing today 
is how to meet the problem in the future. For the 
first time, labor may have a voice in the deter- 
mination of the cost of maintaining a hospital. 
Once this increased cost has been established, how 
to meet it becomes an important issue to both hos- 
pital trustee and hospital administrator. 
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What Is Corporation Practice 
of Medicine? 


Repeatedly someone asks: ‘What is corpora- 
tion practice of medicine?” We hear much about 
this every day. Opinions differ considerably. 
There are those who claim that when the hos- 
pital, through salaried employees, furnishes x-ray, 
laboratory, anesthesia, and other adjunct serv- 
ices, this is corporation practice of medicine. In 
this respect there is much doubt. It must be re- 
membered that when a, hospital does render such 
services, it is doing so at the command or request 
of the attending physician, and the hospital fa- 
cilities and personnel are his means of carrying 
out this work for the patient. The hospital is 
not rendering the services of its own accord, but 
like the giving of medicine, the putting on of a 
mustard plaster, the applying of fomentations, 
and many other procedures, these are all at the 
command of the attending’physician. It is a part 
of the whole service to the patient which the doc- 
tor requires. This, therefore, should not be con- 
sidered corporation practice of medicine so far as 
the hospital is concerned. 


On the other hand, if a hospital chooses to solicit 
patients for diagnosis and therapy, and actually 
assumes the rolé of the attending physician, this 
then might well be regarded as corporation prac- 
tice of medicine, which should be condemned. It 
is quite different to the hospital carrying out, 
through its agents, the orders of the attending 
physician, which not only involves radiologists, 
pathologists, and anesthetists, but nurses, techni- 
cians, and all others employed in rendering pro- 
fessional services to, the patient. 


It is quite true that a few courts have ruled 
on the subject of corporation practice of medicine, 
but in this the law is not yet clear and there might 
be some question that the decisions were not based 
on sufficient study and investigations. The deci- 
sions may have been founded, in some instances 
at least, on theory rather than practice or on facts 
resulting from a thorough study in actual hospi- 
tal practice. Have hospital experts been called 
in to give their testimony? Have the court de- 
cisions been based on one sided evidence? Has 
sound and judicial thought been given to the 
problem? Is the patient suffering because of 
present practices of alleged corporation practice 
of medicine within the hospital? To say the least, 
what corporation practice of medicine actually is 
still remains a controversy and will probably not 
be settled until a decision is rendered by the 
Supreme Court of the United States. In the 
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meantime, the medical and hospital professions 
must not controvert too much over this matter 
but be guided in what is the best for the patient. 


The Hospitals’ Charity Load 


Adininistrators of hospitals are in constant 
danger of becoming so solicitous for the welfare 
of their patients that they may neglect their own 
employees and the members of their hospital fam- 
ily. Generally the appeal for hospital care is so 
urgent and so pathetic that the temptation is to 
admit the patient and trust to luck to find the 
funds necessary to cover the expense involved. 
Administrators have been known to admit so 
many free patients that funds are not available 
with which to pay the baker, the butcher, the gro- 
cer, and others. In many instances it resolved 
itself into the fact that involuntarily the supply 
companies actually hospitalized the patients. No 
hospital has the moral right to compel merchants 
to carry its charity load. 


There is even a more important point of ethics 
involved in the compensation paid to faithful em- 
ployees for their services. Many hospitals brag 
of the amount of charity which they dispense 
when a close study would reveal that such charity 
is being dispensed at the expense of faithful work- 
ers who have given the best years of their lives in 
service to the hospital and who ought to have 
increases in salary and other benefits. 


Under the terms of the Social Security Act vol- 
untary hospitals are exempt from taxation for 
the purposes outlined therein but no administra- 
tor should feel himself exempt from the respon- 
sibility of seeing that his personnel gets a square 
deal. If he has not the authority to provide bene- 
fits for the aged or disabled employees he has no 
valid excuse for not presenting the matter to the 
hospital trustees and convincing them ‘of their 
responsibility toward the employees. Trustees 
have responsibilities for the scientific and eco- 
nomical operation of the hospital, but involved in 
the economical operation of the hospital is the 
matter of justice to the employees. In this day 
and time the word economy embraces more than 
the saving of dollars. Now is the most propitious 
time that hospitals will doubtless ever see to make 
some provision for old age and disability of their 
employees. 


Administrators, how will you respond to the 
‘challenge? 
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Hospital Developments in Puerto Rico—ll 


A Hospital for Central Lafayette, the First Cooperative 
Sugar Enterprise in Puerto Rico 


FELIX LAMELA 


School of Tropical Medicine, San Juan, Puerto Rico 


istration acquired the Central Lafayette, situ- 

ated near the town of Arroyo in the southeast- 
ern part of the Island. A Central may be briefly 
described as a sugar mill and the plantations and 
lands surrounding it. The one in question is com- 
posed of about 18,000 acres, divided into colonias 
or groups of farms, which are intensively culti- 
vated in sugar cane. Eight hundred sixty fam- 
ilies, with an aggregate population of 4,400 in- 
habitants, live in this area. The factory workers 
occupy houses near the factory; the field laborers 
are grouped in small villages on the sites of those 
haciendas, or small centrals, which existed in the 
past. 


The Central together with the mill and lands 
has been transferred to cooperatives organized 
by the Puerto Rico Reconstruction Administra- 
tion. One industrial cooperative will control the 
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mill, its membership composed of independent 
farmers and the members of the workers’ coop- 
eratives. Eight workers’ cooperatives will culti- 
vate tracts of land of approximately five hundred 
acres each. Each member is to have a one-acre 
plot on which the Administration will build a mod- 
ern hurricane-proof house to be sold to the work- 
ers on a long term installment plan. These houses 


‘will be constructed in communities of varying 


sizes according to the land available in each case. 


Under the direction of Doctor Pablo Morales- 
Otero, executive hhead of the Department of Bac- 
teriology of the School of Tropical Medicine at 
San Juan, a medical division was created within 
the Puerto Rico Reconstruction Administration 
to handle the health and sanitary problems con- 
nected with the laborers employed in its projects. 
With this objective in mind Doctor Morales un- 
dertook the construction of a hospital for the 
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Central Lafayette. The writer was asked to plan 
an adequate hospital for this community. 

A health and socio-economic survey of this area 
revealed a high prevalence of malaria and of in- 
testinal parasitism. Judging from the mortality 
statistics available for this district and the sur- 
rounding territory, the most prevalent diseases 
found were malaria, tuberculosis, gastro-intestinal 
disorders, pneumonia and nephritis, as well as the 
diseases common to children. It is thought that 
the high prevalence of malaria and intestinal par- 
asitism might tend to conceal many other diseases 
existing in the area. 

Although tuberculosis is markedly present in 
the district, those cases are handled through the 
Department of Health of Puerto Rico which has 
already established a number of tuberculosis hos- 
pitals on the Island. One of these is located in 
the nearby city of Guayama. 

In organizing a hospital for this community the 
following vital needs were considered: first, an 
emergency service for care of industrial accident 
cases; second, a dispensary for ambulant cases; 
third, facilities for obstetrical patients which will 
include a pre-natal clinic, and fourth, general 
medical and surgical wards for men, women, and 
children. 

Careful attention was given to the selection of 
the site for its accessibility, its relation to the 
general organization of the Central, and the pos- 
sibility of expansion. One acre of land was gen- 
erously donated by the Mason’s Lodge de Paz, 
No. 13. 

Available funds for the construction of this 
building were limited to $40,000. The plans were 
the result of a study carried out by Mr. Jorge 
Ramirez de Arellano, a Puerto Rico Reconstruc- 
tion Administration architect, and the writer. The 
building is modernistic in design, rectangular in 
shape, and so arranged that without disturbing 
the administrative and service departments, two 
wings can be added to provide twenty additional 
beds. 


The first floor contains the administrative, diag- 
nostic, dietary, and out-patient departments. The 
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latter is provided with a separate entrance lead- 
ing to the information and registry clerk; a clini- 
cal laboratory and pharmacy operate in conjunc- 
tion with the out-patient department. An eleva- 
tor connects this section with the second floor 
for service, patients, and stretcher cases. Exami- 
nations, emergency treatment room, necropsy 
room, and an x-ray diagnostic unit are also on this 
main floor. A supply receiving room and general 
storage are adjacent to the dining room, kitchen, 
and office of the dietitian and housekeeper. The 
laundry is installed in the northwest corner with 
the power plant as a separate unit directly out- 
side. 


The second floor consist of two adult wards, a 
smaller room for private or semi-private use, and 
a children’s ward opening on to a solarium. A 
preparation and labor room close to the delivery 
room are on the north side of the building, with 
a créche for four bassinets and infants’ bath and 
milk laboratory. A nurse’s station is placed on 
each side of the building, opening on to the main 
corridors. 


An air-conditioned operating suite, consisting 
of four rooms, is located in the southwest corner 
of the building. 


The food service room is connected with the 
kitchen by a dumb waiter. Nurses’ work room, 
linen room, and janitor’s room are conveniently 
placed, as may be seen in the sketches. A stair- 
way leads to the roof, where there is a pent-house 
for staff quarters. 


A resident medical staff of three physicians, 
with a graduate nursing service and a specialized 
staff including a graduate dietitian, social worker, 
registered pharmacist, laboratory technician, and 
a consulting roentgenologist, will be in charge of 
this hospital. 


An additional appropriation of $20,000 will go 
to the purchase of equipment, the expenses of the 
hospital to be paid from the benefits derived by 
the cooperatives’ cultivation of the sugar cane 
and the operation of the factory. 





Operating Lights 


The light which helps a surgeon to see during 
an operation has engaged the interest of many 
creative minds. The elements of light have been 
studied, analyzed, and organized to fit the eye 
needs of surgeons in a precise way. A recently 
published booklet distributed by the American 
Sterilizer Company of Erie, Pennsylvania, dis- 
cusses the principles of modern surgical illumina- 
tion in a manner worthy of commendation. You 
will be impressed by their scientific rather than 
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commercial approach to the subject of correct 
lighting. An outstanding feature is the adjusta- 
ble range of intensity which American Sterilizer 
Corporation’s new light affords. This is a con- 
vincing treatise on surgical illumination. The 
illustrations offer a lucid demonstration of the 
practical uses of the light. There is no doubt 
that the information in this booklet will add to 
your fund of information on new developments 
in surgical lighting. It can be obtained by ad- 
dressing the Ameritan Sterilizer Company, Erie, 
Pennsylvania. 
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The Hospital and Accident Cases 


E. T. OLSEN, M.D., Medical Director 
State University and Crippled Children’s Hospitals, Oklahoma City, Oklahoma 


Accident cases are not a source of revenue 

to the hospital, but are usually, in the aggre- 
gate, both a direct and indirect loss, which at the 
end of a year may assume startling figures. The 
hospital suffers a loss directly, through inability 
to secure payment for service actually rendered; 
and indirectly, through later necessity of furnish- 
ing information and transcripts from records, 
and not infrequently, annoyance and loss of time 
through attendance in court. 


sci accident case is a problem unto itself. 


Accident cases are a source of much additional 
expense because of the necessity for maintaining 
valuable space and equipment, a special service 
and personnel for their care, and the fact that 
you must be prepared to furnish this complete 
service every hour of the twenty-four, regard- 
less of the demands of your regular patients, and 
because, not infrequently, the accident patients 
or their friends, or both, are unappreciative, un- 
reasonable in their demands, and occasionally 
drunk or disorderly. 


Advantages of Accident Case Service 


The advantages of accident case service are few 
—but important. 


Prompt care for the injured constitutes a valu- 
able service to humanity which is the prime func- 
tion of any hospital. It may be the immediate or 
remote means of saving life or of preventing sub- 
sequent permanent disfigurement or deformity 
with their resulting handicaps. 


Experience and training in an emergency de- 
partment is of inestimable value to the interns 
and nurses in the care of this class of cases, and 
this training can only be obtained in a hospital 
which maintains such a service. 


The general public has come to look upon all 
hospitals from two viewpoints—first as a place 
to be taken by their own physician for skilled 
examination, care, and treatment in case of illness 
and injury, and second as a place for succor in 
any emergency illness or accident. 


In the first instance they expect to and usually 
do pay the hospital and their doctor, within their 
means, for the service they receive, and they are 
usually reasonable in their demands for service. 


—_—_—. 
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In the second instance it is not uncommon for 
them to expect and even demand every attention, 
including x-ray service, serum, splints, casts, etc., 
regardless of their ability to pay, and frequently 
not only resent, but are insulted or become abu- 
sive when asked to pay for what they receive. 


Requests for Emergency Treatment May Become 
a “Racket” 


The practice of running (or driving) to the 
nearest (or to the “easiest”) hospital for so called 
“emergency” treatment is so common today that 
it has almost become a “racket.” It has become 
so common that today hospitals are spending con- 
siderable time in treating the most trivial injuries 
which formerly were cared for in the home. This 
service is demanded not only by people who have 
their own family physician whom they formerly 
called under such circumstances, but also by 
“drunks” and others injured in brawls. 


There is one method of handling such cases, 
which is in some measure effective. In the first 
class—insist on calling the family physician, who 
in most cases will appreciate being called, it as- 
sures him of the hospital’s desire to protect his 
interest. In the second class—make it a fixed rule 
to notify the police, who usually respond quickly 
and willingly. This practice not only enables the 
hospital to get rid of unwelcome or disorderly 
patients readily, but the police are frequently 
enabled to pick up persons who are “wanted.” As 
a matter of fact, the police should be notified in 
all accident cases, and in many cities this is re- 
quired by law. You will also find that the news 
of this practice by your hospital will spread rap- 
idly and will result in decreasing unnecessary or 
undesirable patronage. Respectable victims of 
accidents accept the rule without resentment. 


All Accident Cases Should Receive First Aid 
Treatment at Least 


Do not misunderstand me—all accident cases 
applying for aid should be examined and given 
such first aid treatment as may be necessary, and 
then referred to their family or other private 
physician for further care. The hospital should 
not place itself in the position of “practicing medi- 
cine” by encouraging or soliciting accident cases 
for the possible fees obtainable from such 
patients. It is not only unethical and questionable 
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practice—but your local physicians will properly 
resent it. 


The law recognizes that any lay person has the 
right to assist any ill or injured person in 
emergency. A nurse may properly render neces- 
sary emergency ‘first aid treatment to any acci- 
dent case presenting itself at a hospital if no doc- 
tor is available. Bear in mind however that 
neither the hospital nor the nurse has any legal 
right to practice medicine or surgery. The pa- 
tient expects medical attention and if this is not 
furnished the patient should be _ specifically 
informed that he has only been given first aid 
treatment and he should be referred to and 
directed to consult his own or some other phy- 
sician. 

Facilities and Personnel 

Every hospital, no matter how small, should 
have a so called “Emergency Room” for the han- 
dling of accident cases in order to prevent con- 
tamination of the “clean” operating room. 


This “Emergency Room” should be located 
conveniently to the ambulance entrance, which 
usually provides for the delivery of patients at a 
side or rear door. In smaller hospitals, where an 
emergency personnel is not kept constantly on 
duty in the emergency room, this room should 
be so located as to permit its superivision from 
the office or some other point where some attend- 
ant is constantly on duty. In any case it should 
be so located that accident cases and their fol- 
lowers need not pass through the lobby or private 
waiting or reception rooms to avoid any unnec- 
essary disturbance. 


In the larger hospitals and in those where acci- 
dent cases are frequent, a special “emergency” 
personnel should be maintained on a twenty-four 
hour service. At least one intern and one nurse 
who are on duty should be “on call” for accident 
cases at all hours and these should have been 
instructed in the method of handling such cases, 
and in the responsibility which attaches thereto 
for the proper diagnosis, treatment, and for their 
disposition. I should like to emphasize the fact 
that the legal responsibility of the hospital, is 
just as great as that of any private physician in 
handling any emergency case, hence the emer- 
gency personnel should be carefully and specific- 
ally instructed regarding their responsibility. 


Practically all smaller hospitals have at least 
one medical attendant in the house at all times— 
or should have—for the benefit of their private 
patients. If not, arrangement should be made 
with one or more members of your medical staff 
for prompt response to calls on emergency cases, 
such doctor being permitted to make a charge to 
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the patient, for his service and also to take the 
patient over as a private case if he desires. In 
all such cases the hospital, too, should make and 
collect a charge for the service it renders. 


If a family or other private physician is called, 
the house physician should, at least for its psy- 
chological effect, proceed with such temporary or 
necessary first aid treatment as may be indicated 
pending the arrival of the physician called. This 
will convince the patient and his friends that 
“something is being done” and prevent complaints 
of neglect from friends or relatives. This is not 
uncommon. 


Whenever possible all friends and relatives 
should be excluded from the emergency room dur- 
ing the examination and treatment of accident 
cases., “A little knowledge is a danger u* thing” 
is frequently true in the case of an onlooker in an 
emergency room. They are hypercritical, misin- 
terpret things which are said or done, and they do 
get in the way and otherwise interfere with those 
working with the patient. Exception should be 
made in the case of young children or women 
when one member of the party may be permitted 
to remain. Under no circumstances should any 
woman be examined or treated except with a nurse 
present. 


No hospital should permit any accident case to 
leave the hospital without having been seen, 
examined, and offered at least first aid treatment 
—no matter how trivial the complaint—and ob- 
taining the name and address of the paiient. A 
detailed record should be made of all such in- 
stances for your future protection. 


Apparently trivial injury or illness may have 
sudden and disastrous consequences. 


When, for any reason, complete service cannot 
be rendered, the immediately necessary first aid 
care, such as control of hemorrhage, temporary 
cleansing and dressing of wounds, and immobili- 
zation of fractures should be done, and the patient 
put to bed temporarily, sent to another hospital or 
doctor’s office or to his home with instructions to 
call another physician, depending on the condition 
of the patient. 


In poisoning cases, whether accidental or sui- 
cidal, immediate treatment should be instituted. 


Regardless of the policy of your hospital, no 
patient who is so seriously injured, or whose 
injury, combined with age or other conditions, 
might have his life further endangered by s0 
doing, should be moved from your own hospital, 
except at his own or his relatives’ request and 
risk. It is also advisable in such cases to secure 
a properly executed. and signed release. 
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It is not uncommon for people to bring accident 
cases to a hospital and leave hurriedly and without 
explanation. Never permit strangers to leave your 
hospital after bringing an accident case to your 
hospital, until they and their connection with the 
accident have been identified or until after the 
police have arrived and obtained such informa- 
tion as they desire. 


Equipment 


Your emergency room, as previously stated, 
should be properly and conveniently located. 


If possible it should have an adjoining smaller 
room with lockers containing supplies, dressings, 
splints, etc., gas or electric hot plate, instrument 
sterilizer, sterile pans, basins, etc., anesthesia 
equipment, oxygen tank and apparatus, instru- 
ments, suture materials, and drugs. 


Drugs should consist of those usually required 
for emergency service, including antidotes for all 
of the more common poisons; sterile hypodermic 
syringe, and sterile solutions for intravenous or 
hypodermic medication. Reagents and test tubes 
for rapid testing of urine for sugar and albumin 
should be readily available. 


If this adjoining room is not available, all of 
this equipment should be contained in the emer- 
gency room or so closely at hand that it can be 
available for immediate use. 


The “Emergency Room” should be large enough 
to allow freedom of movement for at least two 
attendants together with all of the necessary fur- 
niture and equipment required for the emergency 
treatment of any case (tables, stands, etc.). 


The room should contain at least one sink with 
running hot and cold water and sterile soap dis- 
penser and should be well lighted and ventilated. 


All of your emergency room facilities, equip- 
ment, and supplies should be so arranged as to 
permit the care of accident cases with as little 
delay and confusion as possible. 


Treatment of Accident Cases 


_Every accident should be given prompt atten- 
tion by attendants and should be seen by some 
other responsible person attached to the hospital 
aS soon as possible after admission. 


This responsible person should obtain such in- 
formation as may be necessary for the hospital 
records from relatives or friends, notify police or 
relatives, aid in keeping friends out of emergency 
toom, make arrangements for further care, pay- 
ment for service rendered, and final disposition of 
the case, thus enabling doctor and nurse to care 
for patient expeditiously. 


All patients should be subjected to sufficient 
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examination to determine complete extent of in- 
juries. Unless the injuries are obviously confined 
only to exposed parts, the head, trunk, long bones 
and joints should be examined for evidence of in- 
jury, completely undressing the patient if nec- 
essary. 


All evidence of any injury should be noted and 
recorded. Evidence of previous injury should also 
be noted and recorded as a possible future protec- 
tion to the hospital. So called and alleged “back 
injuries” are a frequent source of suits for dam- 
ages and falls, without showing any external evi- 
dence of injury not infrequently cause brain 
injury, hence the spine, head and eyes should be 
carefuly examined in all cases with “general” or 
multiple injuries. This is particularly true in 
automobile accident cases. 


In all serious cases, ascertain whether the pa- 
tient is a Catholic. If so, call a priest, who will 
always respond. Relatives may overlook indiffer- 
ent service, but will never forget or forgive fail- 
ure to call a priest in fatal cases. This should be 
an inviolable rule of your hospital, and I am sure 
all hospitals observe it. 


Hemorrhage and shock should have immediate 
attention. If seriously injured, other necessary 
emergency treatment may be given; otherwise, 
further detailed care may be delayed pending the 
arrival of the family or private physician in order 
that he may have an opportunity to treat the case. 


Safeguard all clothing, jewelry, and valuables 
of patient. Do not permit their delivery to any one 
except on the express order of a conscious and 
rational patient and in such case make patient 
give you a written order to do so and also take a 
receipt from the person to whom delivered. All 
articles of clothing and valuables should be care- 
fully listed. If patient is unconscious and irra- 
tional, clothing and valuables should be retained 
by the hospital for safekeeping. They are respon- 
sible for them. 


Disposition of Accident Cases 


Your problem up to the present time has been 
comparatively simple. The disposition of your 
patient will now depend upon the policy of your 
hospital—which will also be governed to some 
extent by your facilities, your financial status, 
and what arrangements you may have regarding 
participation in community funds, or with em- 
ployers, insurance companies, etc. 


Every patient is entitled to the best service 
you can furnish, yet, unless your hospital is finan- 
cially independent, you may be obliged to restrict 
this to actually necessary first aid treatment to 
those unable to pay—referring them - elsewhere 
for further care. 
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Free service should be, and properly so, re- 
stricted definitely to the indigent. Unless you 
have a definite policy to the contrary, effort should 
be made to exact payment for all service rendered 
and at the time it is rendered, and from the pa- 
tient if possible. 


Promise to pay by any one else is usually 
worthless—and they cannot be held to such prom- 
ise except in the case of parents of minors. 


Those obviously unable to pay may be furnished 
with such treatment as is necessary, then referred 
to a family or other private physician and sent 
to a public hospital for further care as early as 
their condition will permit; or, if your hospital 
desires to continue treatment on charity basis, 
further treatment may be continued. 


Some patients willing to pay, but not able to 
pay full rates for what they receive, should re- 
ceive every consideration. 


In cases of those obviously able to pay, but 
refusing because some one else was responsible 
for accident or for any other reason, you will save 
yourself much grief by simply rendering neces- 
sary first aid and then referring them elsewhere. 
The same action should be taken with public lia- 
bility or workman’s compensation cases unless the 
insurance company or the employer guarantees 
your bill for service and is willing to pay your 
regular fee for such service as may be rendered. 


If your hospital is a beneficiary of trust funds, 
bear in mind that free service furnished except to 
the indigent has been held to be an “illegal diver- 
sion of trust funds.” A definite fee schedule cov- 
ering the various forms of accident service you 
may be called upon to furnish, including separate 
charges for serums, casts, splints, special treat- 
ments, etc., should be established and conformed 
to in all cases. Exception should be made only for 
the indigent and those willing, but obviously un- 
able to pay full rates. In the latter case, a proper 
special rate may be made. 


The financial statistics of free service for your 
hospital should include the care of free emer- 
gency service. 


Special hospital lien laws are of some value in 
the collection of accounts for the care of accident 
cases, but they involve extra office and accounting 
work and even then are often uncollectible. Com- 
pulsory automobile insurance acts are also incom- 
plete in their results. 


The patient having received first aid you may: 


A Hospitalize patient 
a—If condition is too serious to permit imme- 
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diate removal, subject to subsequent trans- 
fer to public hospital or home 

b—If patient is able to pay and if relatives so 
desire 


B Move patient if condition will permit (and he 
is not able to pay) 
a—Have him moved to a public hospital (city 
or county) by police or private ambulance 
as patient desires 
b—Have him moved to his home in the same 
manner 
In all cases brought to the hospital, the police 
or friends should be required to remain until 
the nature and extent of injuries are ascer- 
tained, so that they may immediately remove 
patient after emergency treatment has been 
furnished. 


C Unless contrary to the policy of your hospital, 
collect or endeavor to collect for service ren- 
dered immediately. This may sound merce- 
nary, but unless your hospital funds will per- 
mit unlimited free treatment—and the adver- 
tising of this fact by those who receive it— 
this is a necessary procedure. 


It is a common practice today for not only the 
public, but also the police to bring accident cases 
to the hospital where they will receive treatment 
with the least effort to collect for it. They find 
it easiest to unload their burden on the hospital, 
where they will not be required to wait and again 
move the patient. 


A firm attitude regarding payment for service 
and the immediate removal of non-paying patients 
who can be moved with safety will save you much 
grief without any loss of public respect for your 
hospital. 


Perhaps this may seem a little hard-boiled, but 
what I have said is based on many years of ex- 
perience in both small and large hospitals and 
during periods of affluence and of effluence. My 
observation has also been that many institutions 
have had an even more drastic policy, and that 
some who were very lax in this respect were on 
the border line of bankruptcy and unable to meet 
their own bills for the very supplies which were 
used in the treatment of these accident cases, to 
say nothing of their payrolls. 


I do, however, make one exception to all rules 
in accident cases—that is in the care of young 
children. They are usually the victim of circum- 
stances and inexperience or the direct careless- 
ness or indifference of some one else. Too fre- 
quently the parents of most of these children are 
of low mentality and on the border line of indi- 
gency and any neglect of such children may re- 
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sult in permanent handicaps which would only 
increase an already dreary prospect for their fu- 
ture. 

Familiarize yourself with the Compensation 
Act of your own state. Some federal and federal 
aid projects provide payment to hospitals and 
physicians for service rendered injured employ- 
ees. The regulations providing care for such em- 
ployees are rigid and must be observed in detail 
to insure payment for service rendered. 


Have arrangement with employer or insurance 
companies regarding payment for care of com- 
pensation cases. Notify employer immediately on 
admission of patient and get authority for treat- 
ment or disposition of case. 


In personal injury cases, insurance companies 
will rarely guarantee hospital or physicians’ bills, 
but an amicable arrangement can frequently be 
made to “protect” hospital bills in case of settle- 
ment. 


The best plan is to collect from patient at time 
treatment is furnished and let the patient collect 
from the insurance company. 


If yours is the only hospital in the community, 
the situation may be complicated. Unless support 
from the community chest or your endowment is 
sufficient to cover cost of care of accident cases, 
effort should be made to secure support from your 
city or county tax funds for the care of such cases. 
This may be on the basis of an annual appropria- 
tion or on bills rendered for the care of each case. 
Accident cases unable to pay fall in the same class 
as other indigents of the community and are prop- 
erly a responsibility of the community. 


Beware of ambulance chasers. They are of no 
value to you in the collections of your bills and 
frequently leave little for the patient. 


Publicity 


Usually more publicity is given to the accident 
cases your hospital cares for than to any other 
work the institution does. Every accident case is 
“news” to the press—and the amount of space de- 
voted to the write-up is usually in inverse ratio 
to the size of the city in which you are located. 


As a matter of fact, the hospital has no right 
to give out any information regarding any patient 
Without the patient’s consent. 


Ordinarily police records are open to reporters 
and many stories have their origin from informa- 
tion thus obtained. The newspapers however 
always want a complete story and it is the report- 
et’s job to follow up any “lead” he may obtain. 


The newspapers have many sources of informa- 
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tion, and not infrequently know much about the 
accident even before the patient reaches the hos- 
pital. There can therefore be no good reason for 
refusing to give them any information they may 
request within reasonable limits. You may thus 
insure that facts and correct information will be 
printed. On the other hand, if you refuse informa- 
tion you may be sure that they will obtain the 
information they desire from other sources and 
this may be so garbled as to even place the hospi- 
tal in an unfavorable light with the public. 


The victim and his friends also discuss all of 
the details not only of the accident — but also 
everything that was done at the hospital. While 
there can be no question in your own mind about 
the quantity or quality of service you have ren- 
dered, your own statement to the press regarding 
the extent of the patient’s injuries and his condi- 
tion, unless there is some special reason for refus- 
ing, can do you no harm. - 


I do not mean that information regarding any 
patient shall be given to the press indiscriminately 
and certainly information of a confidential or per- 
sonal nature should not be divulged. Requests for 
such information should be referred to other 
members of the patient’s family. 


On the other hand, a friendly relationship with 
the newspapers of your city is an asset no hospi- 
tal can afford to ignore. While not always easily 
obtained, it can be easily maintained. Indiscrimi- 
nate dissemination of information by hospital em- 
ployees should be prohibited, and all information 
for the press should be furnished through the 
office of the superintendent of the hospital. This 
will insure to the newspapers correct information 
and protect the hospital as well as the paper 
against the printing of incorrect statements. It 
will also protect the hospital against the divulg- 
ing of confidential information and the peddling 
of gossip by irresponsible employees. 


You may authorize one member of your emer- 
gency room personnel to give “immediate” infor- 
mation to the press—and hold this personnel re- 
sponsible for statements made, but all subsequent 
information should be obtained through the office 
of the superintendent. You may be sure also that 
the newspapers will approve and cooperate in some 
such definite arrangement. 


Incidentally, unless the number of accidents 
you care for is large, the emergency room should 
send a brief memorandum regarding all emer- 
gency cases cared for to the superintendent’s 
office as soon as possible after they have been 
cared for so that he may be able to answer in- 
quiries promptly. 
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Florence Nightingale Hospital 


The New Maternity Unit of Baylor University Hospitals 


of the College of Medicine of Baylor Uni- 

versity, has just completed its new maternity 
unit, the Florence Nightingale Hospital. It has 
been designed with the purpose of affording the 
best possible facilities for ‘the care of maternity 
cases: and the babies, and for providing modern 
arrangements for medical teaching. 


Ki AYLOR HOSPITAL, the teaching institution 


The new hospital was made possible by the gen- 
erosity of Mr. and Mrs. Edwy Rolfe Brown, two 
philanthropists of Dallas who have long been in- 
terested in maternal welfare. 


Located in close proximity to the administra- _ 


tion building of Baylor Hospital and surrounded 
by other special units of that institution, the new 
hospital is an important factor in the program of 
development of a complete medical center at Bay- 
lor University. 


The building is L shaped, built of brick and 
stone, and ideally located in a grove of native 


trees, with wide lawns and attractive landscaping. 
An abundance of shady space has been provided 
for the convenience of convalescent patients and 
visitors. Architecture is English in type, with 
some Spanish influence that adds greatly to its 
charm and beauty. The building is three sores 
and has three entrances. 


The main entrance opens into a large reception 
room, simply but attractively furnished. Along a 
corridor leading to the left, the nursery has been 
located. It is glass enclosed and completely pro- 
tected from entrance of anyone except the hos- 
pital nursing and professional staff. At the end 
of the corridor is the consultation room, well 
barriered from the remainder of the hospital and 
with an outside entrance for the convenience of 
patients under pre-natal care, or consultation for 
post delivery care. Adjacent to the nursery on 
this wing, the formula room and food laboratory 
for the babies has been located. This laboratory 





The Florence Nightingale Unit, Baylor University, Dallas, ‘Texas 
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is separate from all parts of the building except 
the nursery. 


Along the long corridor of the first floor are ar- 
ranged the private and semi-private rooms for the 
patients. Immediately in front of the nursery is 
the isolation ward for the new born, conveniently 
cubicled and so arranged that each of the new 
born will pass its observation period before ad- 
mission into the nursery proper. The second en- 
trance to the building is on the left of this wing 
and is the Receiving Entrance. About two-thirds 
the distance down this wing is the third entrance 
to the hospital that opens upon the isolation sec- 
tion, where the expectant mothers spend the ob- 
servation period before their admission to the 
private rooms or wards. All private rooms and 
wards are outside rooms and special attention has 
been paid to natural air drainage and lighting. 


The second floor is arranged for the accommo- 
dation of private and semi-private patients, along 
the long side of the L, very much in the same man- 
ner as on the first floor. On the short side are 
arranged the labor rooms on either side of the 
main corridor, and four delivery rooms, two on 
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each side. All of the delivery room suite is served 
by central sterilizers. An added convenience on 
this floor is a roof garden. 


On the third floor there is a small isolation unit, 
completely equipped, a doctors’ lounge, and quar- 
ters for the house resident, two interns, and three 
rooms for visiting clinicians. The remainder of 
the third floor is given over to roof gardens. A 
useful and practical feature of the second and 
third floors is a circular stair well leading from 
the delivery section to the doctors’ lounge and 
physicians’ quarters on the third floor. 


The planning of this hospital is architecturally 
sound. It has been designed and built in simple 
taste, which adds greatly to its dignity and attrac- 
tiveness. Both outside and in, it has combined 
something that makes both patient and visitor feel 
that it is a home rather than a hospital. There is 
nothing stiff or staid in its arrangement or serv- 
ice, but every architectural line has been softened 
and every human element has been blended with 
its planning to bring contentment, confidence, and 
a sense of security to the patients who pass its 
portals. 
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Promoting the Welfare of the Patient 


ALICE HENNINGER, Superintendent 


Huntington Memorial Hospital, Pasadena, California 


are to have faith and confidence in the hospital 

the hospital personnel must do its part to edu- 
cate the public in the work that is being done in 
the hospital. Participation in community health 
work, the press, club discussions, and our women’s 
auxiliaries, are valuable means of contacting the 
public. 


We have heard that our hospitals must not only 
be fully equipped to give the best in service, but 
that as hospital executives and hospital boards 
we must offer this service to our patients at a 
price that they can pay without impoverishing 
them for months and years to come. 


The patient’s interest really begins with the 
architect’s plans for the building. Is there a hos- 
pital superintendent today who has not waged a 
desperate and oftentimes a losing battle in order 
to keep operating costs down because of ineffec- 
tive and poorly planned buildings? Hospital 
buildings can be beautiful but unwieldy monu- 
ments, flattering the vanity of boards and most 
expensive to operate, or they can be architectur- 
ally pleasing and at the same time operate at a 
normal cost. 


; [: OUR prospective patients and their friends 


Physical Improvements Add to Comfort and 
Happiness 


Fortunately, there is a decided tendency at the 
present time to consider utility and the needs of 
the patient first. I believe there is much that 
the architect can do for the welfare of the patient, 
not only in keeping costs down, but in surround- 
ing the patient with all the comforts as well. Win- 
dows can be planned so there will be proper ven- 
tilation without drafts, and at the same time they 
can be placed where the patient secures a cheerful 
outlook instead of a blank wall. How important 
this is to the patient’s comfort only those who 
have had a long convalescence can truly know. 


Numerous physical improvements in the past 
ten or fifteen years have added greatly. to the 
comfort and happiness of our patients and rightly 
so. Pleasing colors, draperies, rugs, adjustable 
beds, inner spring mattresses, radios, yield a com- 
fort and a home-like atmosphere which give the 
patient a feeling of well-being and do much to 
inspire confidence and secure the relaxation so 
necessary for the patient’s early recovery. It goes 


Presented at the Annual Convention of the Association of 
Western Hospitals, Los Angeles, California, April 12-15, 1937. 
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without argument that the hospital must provide 
the doctor with the best in scientific equipment. 

Thus far I have discussed only the physica! sur- 
roundings and have only brushed the surface of 
what could be said on that subject. But physi- 
cal surroundings are not so important as the qual- 
ity of service we must provide the patient. 


Selection of Employees 


Our choice of employees is most important. The 
educating of our employees should begin at the 
time that the employee is selected. If our pros- 
pective employee is selfish or introspective, does. 
not have the proper ideas of service and does not 
have a cheerful mien, no matter how capable that 
employee, he will never adjust himself, or give a 


satisfactory service to the patients. If ever we 


need cheerfulness and a joy in service, we need it 
in the hospital worker whether it is the maid or 
the janitor or the nurse or the officer who admits 
the patient. "I think if we select our employees 
carefully, just as we would select them if they 
were going to be those who waited upon us, our 
choice would be wise. 


Good Dietary Service 


Too much cannot be said about the importance 
of good dietary service. The faltering appetite 
of the patient is many times encouraged by the 
sight of tempting food daintily served. From the 
patient’s viewpoint, the largest deciding factors 
of hospital service whether good or bad, are the 
dietary and nursing service. If these services are 
satisfactory, then, so far as the patient is con- 
cerned, the hospital service has been good service. 


Suggestions for Better Service 


We are all agreed upon the importance of the 


many factors that have been mentioned, all of 


which and more are necessary if the patient’s best 
interests are to be fostered. We can all well 
become “patient-conscious.” If we are patient- 
conscious, we will not have disagreeable, unnec- 
essary noises in halls, squeaking doors, rattling 
carts, disagreeable odors from the kitchen. We 
will not place our newly anesthetized patients in 
the open wards or allow delirious patients to re- 
main in wards. We will keep our patients as 
happy and as comfortable as we would like to be. 
Nor will we follow the custom that formerly ob- 
tained, and still obtains in few hospitals, of awak- 
ening patients at 5:00 a. m. to take their tem- 
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perature and letting them wait a couple of hours 
until their breakfast tray is served. If we can 
become patient conscious, we will obviate many 
of these things and provide greater comforts for 
our patients. 


How is the busy superintendent to know that 
the patients for whom he is responsible are receiv- 
ing good care? First of all, he must have a capable 
and well managed medical staff. Personal obser- 
vation and good records, well analyzed, will tell 
whether he has a well organized and a capable 
medical staff who are attending the patients. The 
superintendent must exercise due care and judg- 
ment in the selection of employees and I would 
emphasize the importance of that phase of the 
superintendent’s duties. 


Then he should have frequent reports and con- 
ferences with his department heads. Bringing 
the department heads together, secures discus- 
sion of the problems and requests for better- 
ments. They will often come from unexpected 
sources and it will provoke interest and action 
that will result in better service to the patients. 


I would like to emphasize the importance of the 
personal visitation to patients. The superinten- 
dent will receive counsel and information from 
patients which will bring to his attention the com- 
mendation and constructive criticism that is help- 
ful and when we have a patient whom we know 
is dissatisfied with the service, the visit of a 
superintendent, if it can be arranged, is usually 
productive of desired results. By agreeing with 
the patient on all points in which he is right and 
by showing him the good points of services that 
he has received and that he has overlooked, he 
sees the fairness of the attitude of the hospital 
and its management and it increases his respect 
and confirms his feeling that he is certainly get- 
ting fair treatment and everything that is com- 
ing to him. 


Studying ways to promote the welfare of the 
patient is a fascinating game, and best of all, 
there are ever new and better methods being de- 
veloped. It is this interest that adds zest to the 
daily life of those of us who believe that the inter- 
est of the patient is paramount. 





Invalift Announced 


A new hoist of special interest to invalids, 
nurses, and hospitals, provides easy means of 
lifting invalids and placing them in a wheel-chair. 

The hoist is 
gearless, yet em- 
bodies a principle 
that affords easy 
lifting and_ slow, 
safe lowering. It 
may be operated 
by a nurse or any 
patient who has 
use of his or her 
arms. 

Power is applied 
by means of a 
sprocket wheel and 
an endless chain. 
A latch acts as a 
ratchet when rais- 
ing the patient, 
permitting him to 
ve suspended at 

any height. This latch is disengaged when lower- 
ing the load, but instantly stops the downward 
movement upon being released, thus acting as a 
dependable safety factor. 

The hoist is adaptable for use with an adjust- 
able hammock, a lifting seat with webb strap, a 
Bradford Frame, or any other special device that 
may be required by the nature of the case. 
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This lifting apparatus was developed and is 
manufactured by the Newo Hoist Company, 17309 
Fernway Road, Cleveland, Ohio. 


New Vestal Catalog 


“A Manual and Handy Reference Guide to 
Building Maintenance,” would best describe the 


New Vestal Catalog just off the press. It con- 
tains 36 pages of well illustrated descriptive ma- 
terial covering floor finishes and floor mainte- 
nance products, cleaners, soaps, deodorants, dis- 
infectants, and all products required to keep 
buildings in a clean, sanitary condition. 


An unusually interesting feature, and one that 
will make it invaluable to anyone charged with 
building maintenance, has been incorporated into 
the catalog. Preceding each major group of prod- 
ucts is an instructive discussion of the problem 
involved—for example: The introduction to 
Floor Seals is an article illustrated with photo- 
micrographs of wood floor pores, showing why it 
is necessary to seal floors before they are put into 
service. Other products and subjects are equally 
well clarified, making of it more of a Manual than 
a catalog. 


A copy of this interesting book may be ob- 
tained by writing the Vestal Chemical Laborato- 
ries, Inc., 4963 Manchester Ave., Saint Louis, Mo. 
Dept. H-7. 
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The Intern Problem—Selection and Supervision 


WALTER W. N. RIGHTER, Superintendent 
Presbyterian Hospital, Philadelphia 


lack of merit to be found in the various 

methods of intern selection and super- 
vision will be without significance unless recog- 
nition be given at the outset to the mutual obli- 
gation existing between hospital and intern on 
the one hand, and between intern and hospital on 
the other. 


Granting that the primary purpose of intern- 
ship is to secure for the young physician a prac- 
tical training in all the lines of activity which 
pertain to the art and science of medicine, the 
relationship is and must remain always one of 
mutual and reciprocal obligation. This very fact 
is recognized by the State Board of Medical Edu- 
cation and Licensure itself when, with due em- 
phasis, it states—“The fifth year of medical edu- 
cation under the Medical Practice Act must be 
faithfully proffered by the hospital and adequately 
secured by the intern.” 


A NY DISCUSSION regarding the merit or 


How sensitive are we, as hospital administra- 
tors, to our part in this dual responsibility? How 
alert is the annual coterie of prospective interns, 
fresh from the medical schools, to its share in 
this mutual obligation? An attitude of perennial 
laissez faire too frequently keeps the answers to 
these questions clouded in a continuing uncer- 
tainty. 


The transition from medical school to hospital 
internship brings to the new intern far greater 
responsibilities than any he has yet experienced. 
It is his first definite contact with the realities of 
his profession and proper appraisal on his part 
of the diversified activities and relationships to 
be found in a large hospital will do much to en- 
hance the value of his internship. Now, if the 
hospitals of the Commonwealth of Pennsylvania 
are a part of the teaching system of medicine and 
surgery in this Commonwealth—and they are so 
defined by the State Board—then surely it be- 
hooves us to approach the problem of intern se- 
lection with minds attuned to its importance. 


Selecting Interns 


A discriminating judgment is an essential pre- 
requisite to successful selection. Form the habit 
of looking intensely at your applicant—I mean 
sensing the inner man, retrospective, introspec- 


Presented at the annual meeting of the Hospital Association 
of Pennsylvania, Buck Hill Falls, Pennsylvania, June 3, 1937. 
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tive, prospective. The interview cannot be 
stripped of its introspective difficulties and still 
retain a rating of par. Avoid men with an ap- 
parent poverty of thought which engenders in 
them a sense of timidity and self-depreciation. 
The intern can be an unmistakable indication of 
the policies and ideals of your institution—of its 
ethical and professional standards. And above 
all avoid the prophet of those twin evils, egoism 
and egotism, or you will have many opportunities 
to regret the day his shadow darkened your 
threshold. 


Tact, courtesy, bearing, keen observation, alert 
interest! These are some of the things for which 
to look. What is the applicant’s background? 
What turned him toward medicine? Where did 
he go to college? What did he do there besides 
study—assuming, of course, he did that? Do not 
regard the approach of your intern selection pe- 
riod as just another return of the opening gun- 
ning season. Do not regard it either as just an- 
other operation—nasty but necessary—or your 
post-operative studies may show that you were 
both under the influence of anesthesia. 


With these facts in mind, we have given much 
thought and attention at the Presbyterian Hos- 
pital in Philadelphia to the inter-relationship ex- 
isting between the hospital and our interns. The 
results, we believe, have justified the motive, and 
mark a step in the right direction—at least, as it 
applies to us and our individual problem. I in- 
clude it as a part of this paper with due defer- 
ence to conflicting opinions. 


We have a two-year rotating service with 
twelve interns, six men being chosen each year. 
Preference is given to single men. and a man is 
not permitted to marry during the period of his 
internship. Preference is further given to resi- 
dents of the State of Pennsylvania in a ratio of 
about two to one. This provides ample latitude 
for reasonable geographical distribution and also 
opportunity for diversified medical school repre- 
sentation. 


Candidates are required to come to the hospital 
for a short written and oral examination, which 
is conducted—usually in December—by a com- 
mittee of the medical and surgical staffs. This 
is supplemented by a personal interview with the 
joint committees of the staff and the board of 
trustees. A buffet luncheon is served in the board 
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room for all candidates, and members of the staff conflict with other duties at the time. Absentees 
and board of trustees thus have opportunity for are usually few in number. As a further stimu- 
social intercourse with the candidates, free from lant to intern interest in this phase of hospital 
the formalities of examinations and interview. procedure, our director of pathology offers an 
Selections are made promptly and all candidates annual prize of twenty-five dollars to the intern 
notified of the result within twenty-four hours. securing the greatest number of necropsy per- 
I do not say this is an ideal system and it may missions during the preceding twelve-month pe- 
not accord with every viewpoint. But I do say riod. 

that it has worked exceptionally well for us and 
has given us several of the finest and most con- 
genial groups of young men that any hospital 
could desire. 


Through the kindness of certain trustees of the 
hospital, a first prize of fifty dollars and a second 
prize of twenty-five dollars are made available 
annually for the interns preparing the best pa- 
pers upon subjects of their own selection. Papers 
must be delivered before the research committee 
of the staff, are then read privately by the indi- 

Supervision must align itself with the problems vidual members of this committee and their deci- 
of the individual hospital. We require each man sion forms the basis for prize awards. 
to sign an agreement of inter nship when accepted Reports of unfinished histories reach the su- 
and he is then provided with a copy of the rules perintendent’s desk weekly and suitable methods 


and regulations for intern service. These rules are provided to discourage remissness or negli- 
are comprehensive, cover all phases of his pro- gence in history compilations. 


fessional activities, provide for proper periods of 
relief and relaxation, and deviations therefrom 
are not permitted. 


The Problems of the Individual Hospital 
Determine Type of Supervision 


Some chiefs of service exercise splendid super- 
visory control. In this respect our “OB” service 
: offers a good example of proper checks and bal- 

Comfortable quarters, with good beds, are pro- ance. It is obligatory for the intern on this serv- 
vided in a large double house opposite the hos- ice to attend the monthly conference of the ob- 
pital, laundry and medical care are furnished stetrical staff and review statistically, when his 
gratis, and nourishing meals, under the super- service is completed, all cases—both ward and 


vision of the director of dietetics, are served in private—delivered during the period of his two- 
the interns’ dining room in the hospital. Interns month service. 


must live in the quarters provided. Our interns 
receive no monetary compensation and supply 
their own uniforms. 


The foregoing will give some idea as to how 
we regard our responsibilities and our constant 
self-urge to meet these responsibilities in the 

Adequate recreational features are provided right way. 
for any surplus energies that may seek suitable 
mediums for their expression. The members of 
the staff have developed various educational ac- 
tivities to supplement the regular routine and 
emphasis is never lacking as to the importance 
of their teaching functions. 


Interns come and interns go, yet hospital rou- 
tine changes little in pattern from year to year. 
Once. established upon a high plane, care of the 
sick varies only to the extent that procedures 
keep pace with scientific progress. Once estab- 
lished upon a high plane, there should be no prob- 

Interns are urged to secure post-mortems when- lem in the selection and supervision of interns. 
ever possible and are responsible for securing the But there is no open sesame—either for the hos- 
Written permission of the proper person. All in- pital or for the intern. Each will receive divi- 
terns are notified when a post is to be held and dends in direct proportion to the time, energy, 
are expected to attend—if attendance is not in and effort mutually expended. 





A New Bedside Service Like all good ideas, the Protektent is very simple 
N se ea : 5 in its construction. This article will without 
ecessity is the mother of invention. Some doubt take its place at once as a standard neces- 
of the most useful equipment used in hospitals sity not only because of the comfort it affords a 
today was developed from a crude idea used first patient but because of the added efficiency in 
man emergency. The idea of the old fash- nursing care. A new circular published by The 
loned “cradle” has been developed into something Hill-Rom Company describes and illustrates the 
new by The Hill-Rom Company of Batesville, In- many uses of the Protektent. This is an article 
diana. This new item is called the Good Samari- you will be inclined to buy at first sight—some- 
tan Protektent. Through flexibility of adjust- thing many superintendents say they have al- 
ment it performs a variety of bedside services. ways needed in their institutions. 
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Atlantic City—I937 


Will You Grasp Your Opportunity? Encourage 
Trustee Attendance 


pital Association is the broadest and most 

comprehensive forum for the discussion of 
hospital problems available to hospital workers 
during the year. Here will be found representa- 
tives of hospitals of every type—sectarian and 
non-sectarian, private and community, voluntary 
and governmental, specialized and general. While 
the organized sections offer an opportunity for 
the consideration of individual problems, the con- 
vention, as a whole, affords programs of common 
interest to all, regardless of the type of hospital 
each represents. 


To annual convention of the American Hos- 


Administrators who have succeeded in interest- 
ing members of their boards of trustees to at- 
tend the convention attest to the beneficial results 
gained. Through their attendance at the sessions 
of the convention and their contacts with other 
trustees and administrators, these trustees ac- 
quire a broader concept of hospitalization, its 
needs and its ideals, than can be gained by service 
to their own hospitals. The trustee will bring to 
his fellow members the enthusiasm and the new 


ideas developed at the convention in a much more 
acceptable manner than can be done by the admin- 
istrator, himself. Hospital administrators have 
found that the approval of the trustees for the 
effecting of improvements is more readily ob- 
tained after one or more members of the board 
have grasped the vision of good hospital care that 
the annual convention presents. 


The Trustees’ Session 


The Trustees’ Section, this year, will be of par- 
ticular interest. Mr. William A. Sumner, presi- 
dent of the Paterson (New Jersey )General Hos- 
pital, will discuss in his address the relationship 
of the government to the voluntary hospital—a 
most timely subject. Hon. William J. Ellis, com- 
missioner of the Department of Institutions and 
Agencies of New Jersey, will present his answer 
to the question—‘“How shall the hospital develop 
to meet the demands of the future?” The inter- 
national concept of hospitals will be covered by 
Dr. Malcolm T. MacEachern, chairman of the 
Committee on International Hospital Relations. 
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On the Boardwalk at Atlantic City 


HosPITAls 





yf par- 
presi- 
1 Hos- 
onship 
ital—a 
3, com- 
ns and 
answer 
levelop 
. inter- 
red by 
of the 
lations. 


On the Beach at Atlantic City 


These men are particularly fitted to discuss their 
subjects, all of which are of immediate interest to 
the trustees of hospitals. The meeting of this sec- 
tion will be held Tuesday evening of convention 
week at the Ambassador Hotel. 


The Trustees’ Round Table, another event of 
convention week, is planned exclusively for the 
consideration of trustees’ problems. Here each 
trustee has the opportunity to have discussed any 
question in which he is interested. This is the 
trustees’ forum for the exchange of ideas that will 
aid each other in fulfilling their obligation to their 
hospitals. The responsibility of the trustee dif- 
fers from that.of any other hospital attache. Real 
need has been expressed by trustees for the frank 
consideration of their problems that this meeting 
affords. The good that can be gained is dependent 
upon the measure of participation by the trustees, 
themselves. A large attendance of trustees will 
insure a valuable meeting. 


There are many other topics of peculiar inter- 
est to trustees which will be presented during the 
week. Allen T. Burns, director of Community 
Chests and Council, Inc., will discuss the relation- 
ship of community chests to hospitals. Blanche 
Pfefferkorn, Director of Studies, National League 
of Nursing Education, will define how to deter- 
mine the cost of nursing education and nursing 
service. Proper publicity and public relations will 
be interpreted by Dr. Allan T. Craig, who is par- 
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ticularly well versed in this field. Fred K. Hoehler, 
secretary of the American Public Welfare Asso- 
ciation, will discuss the relationship of tax funds 
to the voluntary hospital. These are a few exam- 
ples of the many subjects of general hospital in- 
terest to the trustees that prevail throughout the 
program. 


The Legislative Conference 


It is particularly desirable that as many trus- 
tees as possible attend the legislative conference 
to be held Tuesday afternoon. Hospitals, in line 
with other fields of activity, are becoming more 
and more subject to government control, through 
socialized legislation. If we are to receive the 
consideration to which our peculiar type of ac- 
tivity entitles us, we must marshal all the support 
and public opinion in our behalf that is possible. 
No group exists that has greater potentialities of 
strength and effectiveness than our trustees. Rep- 
resenting as they do the best interests of every 
community and with the opportunities they have 
of molding public opinion and enlisting in behalf 
of the hospital the support of other community 
forces, they can render the greatest support to 
hospitals. Working through local, state, and na- 
tional associations they can be influential in ob- 
taining fair and just consideration for hospitals 
in legislation. We must encourage our trustees 
to take an active part in our association affairs. 
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receive full knowledge of what is desirable in the 
physical equipment of the hospital. The conven- 
tion is complete, offering as it does enlightment 
on the physical as well as the governing and ad- 
ministrative policies of the hospital. Encourage 
trustee attendance. 












National Hospital Day Committee 


The National Hospital Day Committee will hold 
a meeting at the Ambassador Hotel, Monday, 
September 13, 10:30 a. m. 








State and Provincial Association Secretaries 


The State and Provincial Association Secre- 
taries will hold a luncheon at the Ambassador 
Hotel, Monday, September 13, 12:30 p. m. 







Division on Hospital Councils 






The Division on Hospital Councils of the Coun- 
cil on Community Relations and Administrative 
Practice, American Hospital Association, will hold 
a dinner meeting on Monday, September 13, 6:00 
p. m., at the Ambassador Hotel. 












Ambassador Hotel, Convention Headquarters for the 
American Hospital Association 





Minnesota Hospital Association 






The Minnesota Hospital Association will hold a 
breakfast meeting at the Ambassador Hotel, 
Tuesday, September 14, 7:45 a. m. 






If the trustee in attending the annual conven- 
tion overlooked all the other possibilities and did 
nothing more than survey the commercial and 
educational exhibits, both he and his hospital 
would be well repaid by his attendance. Here The Indiana Hospital Association will hold a 
assembled on one floor is the best to be found breakfast meeting at the Ambassador Hotel, Tues- 
in hospital supplies and equipment. Here he can day, September 14, 8:00 a. m. 






Indiana Hospital Association 
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The Tuberculosis Section of the American 
Hospital Association 







HE Tuberculosis Section of the American tuberculous, as the National Tuberculosis Ass0- 
T Hosoi Association was organized for the ciation and the American Sanatorium Associa- p 

purpose of creating a forum for the discus- tion, etc., but these deal chiefly with the medical SI 
sion of administrative problems of our tuberculo- and social aspect of the problem. We have there- T 
sis sanatoria and hospitals. While these institu- fore every reason to feel that sanatorium and J 
tions have very much in common with the other tuberculosis hospital administrators shall show 4 8] 
hospitals, nevertheless, a number of specific prob- keen interest in the proceedings of the Tubercu- ge 
lems arise in their conduct which call for special losis Section. ¥ 
attention and treatment. There are a number of of 
organizations dealing with the problem of the This year the program has been arranged with Pe 
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the view in mind to present at the annual meet- 


' ing to be held on September fourteenth, problems 


which confront and interest every sanatorium 
administrator. 


Public Relations 


Public relations are of vital interest to all of 
us, irrespective of whether we administer a public 
institution maintained from taxes or a charitable 
institution maintained from the contributions of 
the general public. In both instances the proper 
relationship between the institution and the pub- 
lic is of fundamental value to the institutions and 
their patients. This problem will be discussed by 
Dr. Philip P. Jacobs, director of Publications and 
Extension of the National Tuberculosis Associa- 
tion, who more than anyone else, is an authority 
on this subject. His paper will be discussed by 
Mr. Bernard 8. Coleman, secretary of the Tuber- 
culosis Committee of the New York Tuberculosis 
and Health Association, and Dr. R. E. Plunkett, 
general superintendent of Tuberculosis Hospitals, 
New York State Department of Health. 


The Sanatorium and Tuberculosis Hospital Survey 


The American Medical Association has gone to 
great effort and expense in making its sanatorium 
and tuberculosis hospital survey, published for 
the first time in December, 1935. There is food 
for thought in the wealth of material collected in 
this survey. Administrators will reap the full 
benefit of this work if the data compiled will be 
critically analyzed and conclusions drawn from it 
to stimulate further action for the improvement 
of our institutions. Dr. R. E. Plunkett, general 
superintendent of Tuberculosis Hospitals, New 
York State Department of Health, will present his 
conclusions before the Section. 


The General Hospitals and the Tuberculosis 
Patient 


While the care of patients suffering from tuber- 
culosis is left chiefly to the special tuberculosis 
sanatoria and hospitals, the general hospitals at 
times cannot escape the responsibility to admit 
such patients. Yet, there is a great divergence in 
practice among our various general hospitals. The 
Subject of “Should A General Hospital Accept 
Tuberculosis Patients” to be presented by Dr. 
John M. Nicklas of Grasslands Hospital, will be of 
great interest to the administrators of our many 
general hospitals. The discussion on this paper 
will be opened by Dr. J. C. Doane, superintendent 
of the Jewish Hospital, Philadelphia, Dr. H. A. 
Pattison, superintendent of Potts Memorial Hos- 
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pital, Livingston, New York, and Dr. Foster Mur- 
ray of Brooklyn, New York. 


Accounting and Budgeting 


The problem of accounting and budgeting faces 
every administrator in his daily work. Without 
proper accounting and budgeting, it is impossible 
to run any institution on an economical basis. 
Today when even the housewives have learned the 
value of accounting and budgeting the money they 
spend on their household, institutions cannot lag 
behind in their business methods. We are sure 
that even the best administrators will learn some- 
thing from the paper on this subject by Dr. Rufus 
Rorem, director of Hospital Service for the Ameri- 
can Hospital Association. The discussion on this 
presentation will be opened by Dr. M. Pollak of 
the Peoria Municipal Tuberculosis Sanitarium. 


The New Hudson County (New Jersey) 
Tuberculosis Hospital 


Great changes have taken place in sanatorium 
and tuberculosis hospital construction since the 
“Little Red” was opened by Dr. Trudeau more 
than fifty years ago at Saranac Lake. The newest 
of our tuberculosis hospitals, the Hudson County 
Tuberculosis Hospital, marks a revolutionary de- 
parture from all sanatorium construction prac- 
tised heretofore. We look forward therefore with 
great interest to hear a paper by Dr. B. P. Potter 
on “Present Day Concepts of a Tuberculosis Hos- 
pital.” This paper will deal with the recent ad- 
vances made in sanatorium construction as exem- 
plified by the Hudson County Hospital. 


The Out-Patient Department 


The out-patient department is of paramount im- 
portance in the diagnosis of tuberculosis and the 
follow-up work on discharged patients from our 
institutions. A round table discussion will be con- 
ducted on this subject by Dr. Walter C. Reineking, 
medical director and superintendent of Lake View 
Sanatorium, Madison, Wisconsin. 


Because there will be only three presentations 
at each of the sessions, there will be ample time 
left for the discussion on various presentations. 
It is hoped that our administrators will attend 
this meeting in large number and show their 
interest in the presentation of the various prob- 
lems as their importance deserves. 


Dr. Ernest E. Bishop, assistant superintendent 
of The Hamilton County Tuberculosis Sanatorium, 
Cincinnati, Ohio, is the President of the Section 
and Dr. M. Pollak, medical director and superin- 
tendent of the Peoria Municipal Tuberculosis Sani- 
tarium, Peoria, Illinois, is the Secretary. 





Basic Alkalies as Laundry Detergents 


J. LINCOLN MacFARLAND, Superintendent of Laundry and Housekeeping 
The Woman’s Hospital of Philadelphia 


activity of soap in the power laundry is uni- 

versally recognized. But few unbiased efforts 
have been made to analyze the relative values for 
this purpose of available basic materials. It would 
be impossible to draw the conclusion from this 
analysis that any one alkali is superior for all 
laundries. The peculiar conditions under which 
each plant operates affect the degree of impor- 
tance of each of the functions performed by alka- 
lies. 


Tee value of alkali as aid to the detergent 


In the subsequent analysis, the adaptability of 
seven readily available basic alkalies to each of 
the alkali functions of the laundry washing oper- 
ation is considered separately. Commercial sam- 
ples were used in all laboratory tests but for the 
practical tests sodium sesquisilicate and sodium 
orthosilicate were prepared in solution by the 
proper balance of metasilicate and caustic soda. 
There appears on the market under the name of 
“modified soda” a number of alkalies which repre- 
sent varying proportions of sodium sesquicar- 
bonate and soda ash. Since these are proprie- 
tary combinations they were not considered. 


Soap Hydrolysis 


The reaction of organic acids with caustic al- 
kali produces glycerine, water, and soap. The 
soap contains the metal ion of the caustic and 
the organic radical of the acid. In solution, ac- 
cording to the soap stock used, soap has a definite 
measurable alkalinity. In solutions of lower 
alkalinity or in acid solutions, the metal ion sep- 
arates from its organic action with resultant loss 
in detergent ability. The maintenance of alkalini- 
ties in excess of that of soap is a prime function 
of detergent alkali. In the other extreme, the 
maintenance of excessive alkalinities is wasteful. 


“Titration” is a function of volumetric chemi- 
cal analysis. By this means it is possible to meas- 
ure the strengths of given solutions by the quan- 
tity of a chemical solution of known strength re- 
quired to reach an “end point.” The end point is 
reached when indicators which have been added 
produce previously noted results. Where weak 
solutions of phenolphthalein are added to alka- 
line solutions for determination, a pink color de- 
velops if sufficient alkali is present. By the grad- 
ual addition of an acid of known strength an end 
point is reached where the pink disappears. Since 
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the point at which the pink disappears from the 
phenolphthalein approximates the minimum alka- 
linity required to check the hydrolysis or separa- 
tion of soap, that alkali measured above the end 
point is called “active alkali.” The alkali titrated 
between that end point and neutrality is consid- 
ered “inactive.” Therefore, the greater percent- 
age of the alkali which might be called “active,” 
the more effective it would be in the prevention 
of soap hydrolysis. 


By titration using tenth normal hydrochloric 
acid on .1 per cent solutions of each of the alkalies, 
with phenolphthalein as indicator of the end 
point: of active alkalinity and methyl orange as 
indicator of the end point of neutrality or total 
alkalinity, results were produced from which the 
following percentages of active alkalinity were 
readily noted. 

Per Cent 

Caustic Soda 

Sodium Orthosilicate 

Sodium Sesquisilicate 

Sodium Metasilicate 

Tri Sodium Phosphate 

Soda Ash _ 

Sodium Sesquicarbonate 


Hydrogen Ion Concentration 


In order to check the maintenance of alkalini- 
ties within the limits of soap efficiency, the adop- 
tion of some form of measurement is necessary. 
The acidity, neutrality, or alkalinity of a solu- 
tion is attributable to the quantity of ionized 
hydrogen and hydroxide in the solution. At vari- 
ous concentrations of the hydrogen ion, certain 
aniline dyestuffs produce various colorations. By 
checking the effect of test samples from suds 
waters on these dyestuffs against previously de- 
termined color standards, accurate information 
concerning the alkalinity of suds waters may be 
determined. The need for a standard code for 


_ these comparisons brought the adoption of the 


“pH Scale.” According to this scale it has been 
found that the types of soap used in laundry prac- 
tice produce the greatest detergency between the 
pH values 10.2 and 11.8. 


Since alkalies are normally placed in the wash 
wheel at concentrations of approximately one 
part alkali to one thousand parts of water by 
weight (.1 per cent concentration) it is inter- 
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esting to note the pH values produced by that con- 
centration of the materials considered. 


Caustic Soda 

Sodium Orthosilicate 
Sodium Sesquisilicate 
Sodium Metasilicate 

Tri Sodium Phosphate... 
Soda Ash 

Sodium Sesquicarbonate 


Neutralization 


In as much as the soil encountered in the laun- 
dry is of acid nature and because soap is unable 
to function in acid solutions, alkali is necessary 
in sudsing operations to overcome that acidity. 
In the process of neutralization various salts are 
formed which have varying buffering effects on 
the alkalinity. The varying conditions and types 
of soil encountered makes it impossible to pre- 
scribe the quantity of alkali necessary without 
careful check of pH and titration values. 


To measure the neutralizing capability of the 
basic alkalies, 25 c. c. of normal hydrochloric was 
placed in each of seven beakers, methyl orange 
was added as indicator of the neutral end point. 
The materials to be tested were placed in solu- 
tion in distilled water in exactly 1 per cent 
strengths. By means of a burette the quantity 
of the alkaline solutions required to reach the 
neutral point was measured. 


Caustic Soda 

Sodium Orthosilicate 
Sodium Sesquisilicate 
Sodium Metasilicate 
Tri Sodium Phosphate 
Soda Ash 


Since in the process of neutralization salts are 
formed which reduce the alkalinity of sudsing op- 
erations, it is interesting to note the buffering 
effect of those salts on pH values. For this test 
25 C. C. samples of .1 per cent concentrations of 


Alkalies 


the alkalies were prepared. After the original 
pH values of these solutions had been checked, 
one drop of normal hydrochloric acid was added 
to each sample. The process was repeated with 
careful test of alkalinities at each point. 


Water Softening 


Although large-scale commercial laundries con- 
sider a soft water supply an essential for their 
operations, it frequently occurs that institutional 
plants must operate on hard water. To soften 
water with soap alone in the washwheels would 
be indeed an expensive practice. Laundries operat- 
ing with hard water conditions must rely upon the 
water softening effects of alkali. Unfortunately 
alkalies never completely answer the problem. 


In order to measure the relative abilities of the 
alkalies to minimize the hardness in water .1 per 
cent concentrations of the alkalies in tap water 
were prepared. The tap water tested to a hard- 
ness of 8.6 grains per gallon as calcium car- 
bonate. Twenty-five c. c. samples of each were 
drawn and the number of drops of 3.4 per cent 
soap solution required to raise a permanent lather 
on each sample were measured. 

Drops 
3.4 per 
cent soap 
solution 

required 


Alkalies 

1 per cent 

concentration 
Tri Sodium Phosphate 
Sodium Metasilicate 
Sodium Sesquisilicate 
Sodium Orthosilicate 
Caustic Soda 


Sudsing 


Detergent operations of washing formulae re- 
quire sufficient soap to cause plainly visible suds. 
The minimum suds required is still a matter of 
conjecture, but every washman knows that the 
absence of suds means poor work, as does the 
failure of the suds at any time during the oper- 


pH Values 





25 ¢. ¢. 
.1 per cent concentration 
Caustic Soda 
Orthosilicate 
Sesquisilicate 
Metasilicate 
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Drops of N/1 HCl Added 
2 3 


12.0 11.8 
11.2 11.2 
11.0 11.0 
10.8 10.8 
10.6 10.0 
10.0 10.0 
10.0 





ation. The effect of the alkalies in the produc- 
tion of suds is important for operation with maxi- 
mum soap economy. 


In measuring the abilities of the alkalies to 
produce suds, 25 c. c. samples of .1 per cent con- 
centration of each of the alkalies in distilled water 
were prepared. The solutions were adjusted so 
they also contained .1 per cent concentrations of 
soap. All the samples were agitated in precisely 
the same manner for the same length of time 
and the volume of suds produced by each was 
measured. 

Volume 


of suds 
produced 


25 c. c. solutions 
.1 per cent soap 
1 per cent alkali 


Caustic Soda 50 
Orthosilicate 45 
Sesquisilicate 45 
Metasilicate 40 
ee ae OA 40 
Soda Ash 30 
Sesquicarbonate 


Surface Tension 


Detergency in soap is largely due to its ability 
to lower the surface tension of water. By reduc- 
tion of surface tension more rapid and more 
thorough penetration of the fabrics and better 
wetting-out of the soil is secured. This function 
of soap may be enhanced by the use of some 
alkalies. 


In order to compare the relative effects of the 
alkalies on surface tension, 50 c. c. samples of 
.1 per cent concentration of each of the alkalies 
were prepared. To make the results of the test 
more evident a few drops of bluing were added to 
each sample. By noticing the ability of the solu- 
tions to wet-out 1” strips of canton flannel where 
the ends of the strips were hung exactly one- 
quarter inch in the solutions, it was possible to 
arrange the alkalies in an order of effect on sur- 
face tension. 


Metasilicate 
Sesquisilicate 
Orthosilicate 
Caustic Soda 

7. BY. 

Soda Ash 
Sesquicarbonate 


Defloculation 


Soil once removed from the fabrics must be 
maintained in suspension in the detergent oper- 
ations until flushed off at the end of the bath. If 
redeposition is permitted the only effect of the 


100 


bath would be to redistribute the soil more evenly 
over the linens. 


In order to test the materials for their deflocu- 
lating abilities, five grams of iron oxide were 
added to each of seven test tubes containing .] 
per cent concentrations of the alkalies. So that 
agitation would be the same for all the tubes they 
were placed in a test tube rack, corked, and 
shaken together. By noticing the amount of iron 
oxide falling out of suspension at the end of ex- 
actly ten minutes, the defloculating values were 
noted. 

Good 
Sodium Metasilicate 
Sodium Sesquisilicate 
Tri Sodium Phosphate 
Orthosilicate 


Poor 
Soda Ash 
Sodium Sesquicarbonate 
Caustic Soda 


Emulsification 


Greases and oils form an important portion of 
the soil which must be removed by laundering. 
These fatty materials are most readily removed 
by emulsification. Emulsification is accomplished 
by actual saponification which is the process of 
converting fatty acids to soap by the addition of 
alkali. The alkalies do not emulsify greases and 
oils either to the same extent or with the same 
rapidity. 


To test emulsifying capacities, drops of oil 
were added to 50 c. c. samples of .1 per cent con- 
centrations of the alkalies. The experiments 
were continued until the solutions had exhausted 
their ability to emulsify additional oil. After 
each drop the samples were vigorously shaken. 
The number of drops each sample was able to 
emulsify is listed. 


Alkalies 
50 C. C. samples 
.1 per cent concentration 


Metasilicate 
Sesquisilicate 
7. & 2. 
Orthosilicate 
Caustic Soda 
Soda Ash 


Oil Drops - 
emulsified 


Rinsibility 
While the maintenance of definite alkaline pres- 
sures in detergent operations has been proven 
to be of such importance, it is nevertheless of 
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equal importance that the last trace of alkalinity 
be removed from fabrics before completion of the 
work. Apparently the rinsing out of alkaline 
solutions is merely a matter of dilution and re- 
dilution but laboratory and practical tests seem 
to indicate that alkalies do have different and 
definite rinsibility factors. 


The theory is presented that the difference re- 
sults from the effects of the alkalies on surface 
tension since solutions of lower surface tension 
would adhere to a less extent to the clothes in 
the washer. With the greater quantity of water 
removed in flushing the rinse ratios would be 
correspondingly raised and the more rapid re- 
moval of alkalinity is possible. 


Titration of rinse operations on ten loads with 
each of the seven alkalies would indicate that the 
rinsibility of the alkalies does in no case present 
a serious problem since slight adjustments of the 
souring operation is sufficient to correct trivial 
differences. 


Whiteness Retention 


Although soil removal is the major object of 
the laundering process the return of the fabrics 
to as near the original condition as possible is 
desirable. The effect of the alkalies on the white- 
ness of linens thus also deserves consideration. 


In order to test practically the effect of the 
basic materials on whiteness retention, pieces 
from the same bolt of bleached muslin were 
washed ten times in each of the alkalies. So that 
differences might be more obvious to the naked 
eye no bleach was used on any of the seventy 
test runs. When this project had been completed 


the pieces were arranged in the order of their 
whiteness. 


The samples washed in metasilicate, caustic 
soda, and tri-sodium phosphate were of equal 
whiteness. Those processed in orthosilicate, 
sesquisilicate, and modified soda were fair. The 
sample washed in soda ash was definitely yel- 
lowed. 


Tensile Strength Loss 


The majority of work encountered in the 
institution laundry is made of cotton. The re- 
sistance of vegetable fibres, such as cotton and 
linen, to the dilute alkalinities used in the wash- 
ing process has long been recognized. However, 
both practical and laboratory tests were at- 
tempted to secure some order of effect of alkalies 
on cotton material. Consequent measurement of 
the tensile strength losses produced by the dif- 
ferent alkalies gave results of negligible differ- 
ences. These tests were made on the same pieces 
used in the whiteness retention analysis. 


Conclusion 


While no one alkali is superior in all the func- 
tions of detergency the apparent supremacy of 
the silicate alkalies cannot be denied. Unques- 
tionably any of the alkalies included in this re- 
port can be used with success. The maximum 
of efficiency of both soap and alkali is obtainable 
only through study of formulae, pH determina- 
tion and titration evaluation. It is impossible for 
any one formula to be prescribed for universal 
use. Peculiar conditions such as type and degree 
of soil, size of loads, hardness of water, tempera- 
ture of water, capability of the washman, and 
the types of supplies used all necessitate careful 
consideration in the establishment of formulae. 





Dinner of the Division on Hospital Councils 


At the convention of the American Hospital 
Association, Atlantic City, the Division on Hos- 
pital Councils of the Council on Community Re- 
lations and Administrative Practice of the Amer- 
ican Hospital Association will hold a dinner 
meeting at six-thirty o’clock on Monday evening, 
September 13, at the Hotel Ambassador. Mem- 
bers of hospital councils and superintendents’ 
conferences are urged to attend. 


Reservations for the dinner at two dollars 
($2.00) per plate are to be sent to the chairman of 
the Division, Mrs. Arthur C. Bachmeyer, in care 
of the American Hospital Association, 18 East 
Division Street, Chicago, by September 10. Later 
Teservations will have to be made at the registra- 
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tion desk of the American Hospital Association 
at the Convention headquarters. 


New Hospital Construction in New York 


Dr. S. S. Goldwater, Commissioner of Hos- 
pitals of New York, will present a request to the 
Budget Director for an allotment of more than 
thirteen million dollars for new hospital construc- 
tion in Greater New York. Included in the projects 
are three million dollars for a 500-bed Tri-Borough 
Hospital in Queens and two new units for Kings 
County Hospital; a 300-bed psychopathic hospital 
to cost $1,500,000; and a 750-bed hospital for the 
chronic sick to cost $2,750,000. 


The filing of Commissioner Goldwater’s reports 
would permit the Board of Estimate to authorize 
contracts for the projects involved. 





The Handling of Steam 


WILLARD W. BUTTS, Manager 
St. Luke’s Hospital, Bethlehem, Pennsylvania 


sidered so important and complicated that 

specialists devote all their talents and ener- 
gies to its proper solution, and libraries of books 
have been written about it, my treatment of this 
subject must necessarily be only of a general 
character. 


S sve the problem of handling steam is con- 


The boiler house, being the birthplace of steam, 
ought to have our first consideration. If the 
terrain and other conditions permit, it should be 
lower than the hospital basement. This allows 
gravity return of condensate and easy unloading 
of fuel. Everything about it should be planned 
to minimize hand labor. 


We will not discuss the relative merits of fire 
tube versus water tube boilers or of the various 
fuels. We should note, however, that every ad- 
ministrator will do well to study the cost to his 
institution of the fuel most universally used in 
his district with a view to reducing the tonnage 
and to buying the most economical size. In Penn- 
sylvania hospitals anthracite coal is doubtless the 
most generally used fuel. With the present dif- 
ferential of 85 cents per ton between barley (No. 
3 Buckwheat), and rice (No. 2 Buckwheat), it is 
at once obvious that the former should be used 
if possible. I do not recommend trying to hand 
fire barley although we have done it for several 
years. The drop in steam pressure when fires are 
cleaned, the inevitable loss of good coal in the 
ashes, and the extra labor involved have con- 
vinced us that the smallest practicable size for 
hand firing is rice. On the other hand the added 
cost of rice, if the same tonnage were consumed, 
might amount to as much as $11.00 per bed. (In 
our hospital of 215 beds we use approximately 
3000 tons annually, but this would be considerably 
less in a modern “multi-story” structure and one 
nurses’ home instead of two.) 


The installation of stokers would not only per- 
mit the use of the cheaper size coal, but would 
save many tons now wasted, give the fireman 
more time to keep his boiler house shipshape, 
and without doubt, would practically double the 
capacity of the hand fired plant. The cost of 
providing such an installation complete with 
forced draft, balanced draft control, coal and ash 
handling equipment, and possibly an extra chim- 
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ney usually will be paid from savings in from 
three to five years. After that these savings are 
a direct equivalent reduction in boiler plant costs 
for years to come. 


Automatic devices such as water feeders or 
regulators, motor cut-out switches, steam flow 
meters, etc., if properly maintained are of in- 
estimable value in the efficient operation of the 
plant and in checking its efficiency. With these 
devices and stoker equipment there should be ten 
to eleven pounds of water evaporated per pound 
of coal burned. 


Records must be kept to permit of proper coal 
selection, to furnish an incentive for the greatest 
economy and to serve as an eye through which 
the engineer sees the plant. These records should 
be simple, understandable, and comparative. They 
should include daily log sheets giving systematic 
and constant data worked up into monthly and 
yearly form from which the plant operation can 
be readily visualized. Such a system accurately 
measures the efficiency of the boiler plant and is 
welcomed by the capable, conscientious engineer. 


Bins to hold at least a thirty-day supply of coal 
are desirable. 


Of course there should be at least two com- 
plete boiler units and preferably three to meet 
emergency steam demands, and to permit of 
throwing one boiler out of commission for in- 
spection or repairs. 


Have your make-up water analyzed. This 
usually comprises 50 per cent of your feed water, 
and it is most important that it be slightly alka- 
line to form a thin protective scale on the tubes. 
Absolutely pure water or water containing acid 
pits the tubes. Acid can be driven off by pre- 
heating. This is an excellent application for feed 
water pump and other exhaust steam, and should 
be so planned that the water entering the boiler 
is from 190° to 212° F. 


Dry steam is blue. Wet steam is white. Mini- 
mum foaming in the boiler, an adequate dome or 
a high vertical outlet will contribute to the pro- 
duction of dry steam. 


Having produced this dry steam as economi- 
cally as possible and in adequate quantity with a 
uniform pressure of 90 to 100 pounds, convey it 
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to the laundry without reducing the pressure. It 
will probably lose ten pounds on the way if the 
laundry is at a distance. 


For sterilizers it should not exceed forty to 
fifty pounds. For kitchen use twenty to thirty 
pounds, and for radiators one to two pounds. 
Two stages of reduction are necessary for this 
low final pressure. 


Piping 

Piping properly installed can be virtually for- 
gotten for years. For new jobs or extensive al- 
terations do not depend on the average plumber 
to lay it out. The services of a good heating en- 
gineer are cheap in the long run. Mains must be 
of proper size, with provision for expansion, and 
pitched at least 14 inch to the foot with air vents 
and traps so placed that water-free steam enters 
the risers. Leads should be reduced to fit the 
load and “swings” put in to take care of expan- 
sion on the small lines. All pipe ought to be cov- 
ered with efficient insulation after joints and con- 
nections are known to be tight. Covering insula- 
tion with sewed-on canvas harmoniously painted 
makes a neat job that is well worth the effort. 


Where there are lines to be run at a distance 
there are several schemes possible. Overhead 
lines are preferable from several angles. If in- 
side they are, of course, accessible and most easily 
hung. If outside, and appearances are not impor- 
tant, they are cheaper than properly running 
them underground. If run underground the 
cheapest way is to insulate them, cover with 
terra cotta pipe and encase in concrete. This, 
however, makes serious trouble when inspection 
and repairs are necessary. The ideal under- 
ground system is to build a tunnel large enough 
for a man to get into. This is extremely expen- 
sive particularly where there is danger of ground 
water seeping in, but if money is available it is 
probably no more expensive in the long run. 


There is a difference of opinion as to whether 
large mains with moderate pressure—90 to 100 
pounds—are preferable to smaller ones with nec- 
essarily higher pressures. I personally favor the 
large low-pressure lines where considerable dis- 
tances are to be covered. These reduce the fric- 
tional losses, and leaks incident to high pressure. 


Valves 


Valves are a source of concern to every engi- 
heer. Cheap valves are expensive. Even the best 
valve dises wear out and leak all too soon. “Wire 
drawing” frequently ruins valves, and in the proc- 
€ss permits the loss of many dollars worth of 
steam. The latest globe valves with nickel steel 
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removable seats should be installed as replace- 
ments are needed. 


Laundry 


The laundry is a big consumer of steam. Be 
sure each chest of your roll ironer is individually 
trapped. You will get better results from the 
machine, and your steam will be more efficiently 
used. Check the drying tumbler to see that it 
does not run longer than necessary. 


A meter on the laundry alone could be installed 
to enable the steam consumption to be computed. 
Most of us would be surprised to know how much 
this item of laundry operation costs. 


Radiation 


Radiation, that frequently neglected feature in 
many hospitals, can also be a joy or a calamity. 
No hospital, however beautiful, can afford to have 
pounding or uncontrolled radiators. A single pipe 
line with one trap for several radiators and poor 
venting is almost certain to produce pounding 
and prevent individual radiator control. Use a 
good packless valve and a dependable trap on 
every radiator for best results. Study the capac- 
ity of radiators in single rooms or where several 
are in one large room, and try at the valve various 
sizes of discs sold for the purpose that will cut 
down the supply of steam to meet the demand of 
the individual radiator. This will balance the sys- 
tem after the engineer has designated its general 
requirements. 


In large wards, assembly, and waiting rooms 
unit heaters of the fin and blower type work ad- 
mirably. They can be wall mounted, thereby 
eliminating the usual cast iron radiator that is 
always in the way and is a dirt catcher at best. 
One in moderate areas, and two in the largest 
ward are sufficient. They are now obtainable 
with practically noiseless motors, consume little 
current, and circulate the air so well that excel- 
lent ventilation through normal openings results. 
They may be either thermostatically or hand con- 
trolled and are surprisingly satisfactory. 


Where a complete new system is going in, con- 
sideration should be given hot water radiation. 
With forced water circulation thermostatic con- 
trol of the source of heat for the water, and hy- 
drostatic control of the water itself the most uni- 
form room temperature results. .Larger radiators 
are more necessary for hot water than for steam, 
and the first cost may be slightly higher, but 
maintenance after installation is negligible. 


Thermostatically controlled radiator valves may 
be installed. These are rather expensive and 
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some of them are most unsatisfactory. There is 
a comparatively new scheme now available by the 
use of which steam savings of 10 per cent to 
80 per cent are guaranteed. This consists of a 
chamber, connected to the outside atmosphere, 
in which a control radiator is connected to the 
steam line. As outside temperatures vary, more 
or less steam is required to keep this chamber at 
a pre-determined temperature. A connection to 
the valve controlling a particular area regulates 
the amount of steam going into the radiators in 
that area. This is said to level out the peaks of 
temperature extremes in the building by elimi- 
nating the lag which is inevitable where thermo- 
stats are placed in the rooms. 


Sterilizers 


In many cases, sterilizers for utensils consume 
unnecessarily large quantities of steam. It es- 
capes into the room, damaging walls, and making 
working conditions quite uncomfortable. Most of 
this can be overcome by installing condensers and 
an automatic steam control that is now on the 
market. About the only steam that needs to escape 
into the room is that let out when the cover is 
lifted. A vented hood over the sterilizer will 
carry this away and actually ventilate the room. 


Electric instrument and rectal tube sterilizers 
are cheaper to install, more convenient and 
cheaper to operate than many of the usual steam 
types. 


Steam is an excellent sterilizer for iron beds, 
springs, and mattresses. Every hospital needs a 
conveniently located unit large enough for this 
purpose built to withstand some steam pressure 
without leaking, and provided with a gauge. 


Gauges in the laundry, and at all reducing 
valves enable the engineer to tell at a glance what 
his pressures are. In many cases failure of a 
diaphragm on a reducing gauge might cause seri- 
ous trouble if not discovered in time. 


Where long horizontal distances must be trav- 
ersed it is better to pipe steam to water heaters 
advantageously located than to heat water cen- 
trally and pipe it afterwards. 


It may be noted that reference has not been 
made to the use of steam for generating elec- 
tricity. Whether or not this pays. depends on 
many factors, chief among which are the price 
of fuel, the price and dependability of local cur- 
rent and the size of the institution. I believe that 
a hospital of 150 beds or more might well con- 
sider the production of some current for emer- 
gencies and peak loads. The necessity of having 
a licensed engineer on duty and demand service 
from the power company plus the cost and main- 
tenance of engines, generators, etc., are impor- 
tant factors bearing on this question. 


Like all other departments, the enthusiastic co- 
operation of the entire personnel will help tre- 
mendously in the conservation of steam. The en- 
gineer can do much to enlist this necessary help. 
He should have the time to make frequent rounds 
and check the manner in which his product is used 
or misused; the personality to tactfully correct 
errors when found to be due to the human ele- 
ment, and the ability to correct them when the 
fault is mechanical. A cheap, incompetent engi- 
neer is an expensive liability. 


The administrator who understands the main 
issues of this problem, and perhaps many of its 
details is fortunate. There is so much of a me- 
chanical nature about a hospital that it really be- 
hooves him to dig into this field. Our own needs 
in boiler house improvement and the efficient han- 
dling of steam made the preparation of this paper 
particularly timely. 


May I confess that all the recommendations 
here enumerated have not been carried out in the 
hospital of which I have the honor to be the ad- 
ministrator. It is obvious that some of them in- 
volve considerable initial outlay. We are, how- 
ever, convinced that the outlay is an excellent 
investment and with us it is only a question of 
arranging the details. 


Certain it is that the whole problem of power 
house, steam lines and related items are of suf- 
ficient importance both from the standpoint of 
economy and of satisfactory operation to warrant 
a periodic survey and drastic action if necessary. 





Hospitals Increase Charges for Service 

The Hospital Council of St. Louis has voted to 
recommend that all hospitals increase charges for 
hospital service 5 per cent. The studies the Coun- 
cil has made show that staple commodities used 
by hospitals have increased in price from 10 to 
70 per cent for the first four months of 1937 com- 
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pared to the same period in 1936. The reduction 
in hospital income from endowments and public 
contributions make it difficult for the hospitals to 
maintain the required high standards of scientific 
service and to provide care for the mass of people 
who are not able to pay full costs of hospital serv- 
ice. 
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Problems of Non-Professional Personnel 


HERMAN 5S. MEHRING, Business Director 


Department for Mental and Nervous Diseases, Pennsylvania Hospital, Philadelphia 


late twenties turnover in hospitals, that is, 

the ratio of the number of people hired to 
the average number of employees often ran as 
high as 50 to 100 per cent. Following the crash 
employees began to think their jobs were not so 
bad after all. The rate of turnover immediately 
dropped. In addition the applicants became more 
numerous and persons, who would have scorned 
hospital jobs previously, were anxious to be taken 
on. Such replacements as occurred in our menial 
jobs brought in a type of worker whom we had 
not been able to get previously. 


Ti depression had its compensations. In the 


While we had many acute problems to face in 
other respects, the employees served us faithfully. 


Now that the depression is over we are finding 
our employment problems growing acute again. 
But they are not the same problems we faced in 
1929. Since then the whole national philosophy 
has changed with reference to labor. The pres- 
ent thought is that every American is entitled to 
the American standard of wages. This standard 
is based on the established rates of our large in- 
dustries. 


These industries pick their employees very care- 
fully and keep them only as long as business is 
good. 


The American Federation of Labor reported 
13,256,000 persons unemployed in April 1933. On 
the same date the National Industrial Conference 
board reported 11,324,000 unemployed. If we split 
the difference and accept a figure of 12,000,000 
we will have approximately one quarter of the 
total number actually employed in 1929. 


Bases of Selection of Employees During the 
Depression 


Looking at the other side of the picture, 75 per 
cent of our workers retained their jobs through 
the depression. What were the bases used by 
employers in deciding who should constitute the 
25 per cent who were laid off? No government re- 
port will answer that question for you. No text- 
book I have seen to date even mentions it. But 
let us do a little guessing based on our knowledge 
of human nature. 


One employer says to himself, “I will discharge 
only single men as they have no families.” <A 


—___ 
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second says, “I will discharge the negroes I have 
employed and keep the whites.” A third says, “I 
will discharge all employes over 55 years of age. 
They will be presenting a pension problem before 
long if I keep them.” 


So, differing points of view would determine the 
selection of each employer, but I will wager that 
in 90 per cent of all cases the employer did not 
use such a simple formula. In my opinion, he 
went carefully over his list, retaining those who 
were most efficient and discharging those whose 
work was less satisfactory. 


If I am right then the unemployed did not rep- 
resent a cross section of our population, but a 
group selected to a large extent on the basis of 
their inefficiency. 


Conversely when employment began to increase 
again there was a further selection. The efficient 
who had been discharged were taken back or hired 
by another employer. In spite of any exceptions 
you might name those who remain unemployed 
tend to be unemployable. If you keep this fact in 
mind you will understand why the workers on the 
WPA projects make such a poor showing. Now 
what is it that handicaps a large part of the un- 
employed in finding a job? Cases of old age, 
physical defect, chronic disease, or drunkenness 
are more or less obvious. But in addition there 
is a very large group who simply do not have suf- 
ficient intelligence to justify their employment at 
standard wage rates. 


The intelligence level of American citizens 
varies widely. About 60 per cent of all workers 
fit into the average group from which large indus- 
tries recruit their workers. 


Twenty per cent are above average. From this 
group come executives, department heads, suc- 
cessful members of the professions, and other 
workers of outstanding capacity. 


The remaining twenty per cent are below aver- 
age. About 1 per cent of these are a definite 
institutional problem. That leaves 19 per cent or 
nearly one fifth of all our workers. 


Wage Rates for Unskilled Workers in Hospitals 
Below Relief Standards 


The hospitals have traditionally hired a great 
many of their unskilled workers from this sub- 
standard group. They are reasonably satisfac- 
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tory for porters, cleaners, ironers, kitchen em- 
ployees, and similar positions. However, they are 
not capable of earning the high wages referred 
to previously. 


When we attempt to hire workers of this type, 
we must generally take them from relief rolls or 
WPA projects. But the relief standards for a 
man who has a family are high enough to provide 
definite competition with the rates many hospitals 
pay. Very recently one of our kitchen employees 
walked out with the statement, “I can get more 
money on relief.” The dietitian turned to her files 
and found the name of a man who had applied for 
a job just a few days before. She called up his 
home. His wife answered the telephone. As soon 
as the dietitian explained that she had a job open 
the wife asked what the wages were. When the 
dietitian said $40.00 per month and meals, the 
wife replied, “My husband would not work for 
that.” And I do not believe I can blame him. The 
minimum wages paid by the WPA are $60.50 per 
month for a thirty-hour week, if I am correctly 
informed. That is equivalent to $96.80 per month 
for the forty-eight-hour week which we require. 


In facing competition of this -sort it becomes 
reasonable to ask whether it would not be wise 
for us to carefully select our employees on the 
basis of efficiency, and pay higher wages than 
have been customary, to a smaller number of 
employees. 


Another question deserving careful considera- 
tion is whether the hospitals should continue to 
ask for exemption from New Deal legislation. In 
securing exemption under the Social Security Act, 
we deprived our employees of a pension and the 
right to unemployment wages. 


If Mr. Roosevelt’s new bill providing a forty- 
hour week and a minimum of $0.40 per hour be- 
comes law and we are exempt, we provide another 
reason why our jobs are unattractive as compared 
with those in industry. Exemptions of this sort 
always provide an apparent advantage at the time, 
but in the long run they may make it impossible 
to secure desirable workers. 


Unionization 
(*) 

The next question I should like to discuss is 
whether the hospitals can permanently resist 
unionization. You are, no doubt, informed on the 
strikes which occurred in several New York hos- 
pitals. In at least one recent case the courts have 
denied the right of hospital employees to strike 
on the theory that it endangers the lives of 
patients. 
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The Wagner Act should not directly affect hos- 
pitals, for the Supreme Court has ruled that it 
applies only to businesses which somehow or other 
affect interstate commerce. However, the Act 
definitely states that the policy of the United 
States is to encourage collective bargaining, and 
guarantees to employees the right to join labor 
organizations, to bargain collectively through rep- 
resentatives of their own choosing, and to engage 
in concerted activities for the purpose of collec- 
tive bargaining or other mutual aid or protection. 
In the presence of this basic national law, it is 
doubtful whether local statutes will continue to 
give us adequate protection. 


Incidentally, it would be very interesting to see 
a union of the C. I. O. type attempting to set the 
wages of all the employees in a modern hospital. 
Imagine the nurses deciding on a reasonable com- 
pensation for kitchen employees or the laundry 
workers deciding on what the mechanical staff 
should receive. But in spite of such complications 
we may be faced with the necessity of dealing 
with a union in the not very distant future. If we 
are it should not be fatal. After all, the hospitals 
cannot pay out a total sum in wages larger than 
they can raise. If wages go-up the community 
must, raise the money to pay them or get along 
without the hospitals—and it cannot afford to do 
that. 


The United States Steel Company’s annual re- 
port for 1936 states that they paid 222,372 fac- 
tory employees an average of $0.737 per hour for 
an average of 172.4 hours per month during the 
past year. This at the rate of $1,524.60 per year. 


During the last few weeks Alfred P. Sloan of 
General Motors issued a statement to the effect 
that their factory employees were averaging 
above $40.00 per week or over $2,000 per year. 


Please remember that both of these rates were 
for factory employees only and did not include 
the administrative and sales staffs. Remember, 
also, that a vast majority of their employees are 
unskilled. 


When you get home, I suggest that you con- 
struct such an average for your own employees. 
Include in it, if you will, your own salary and 
that of any other executive officers. Then com- 
pare it with the figures given above. It is not 
my contention that the average wage rate in a 
hospital should be as high as that of the outstand- 
ing corporations named above. It is my contention 
that as long as the discrepancy is as great as it 
is now, the hospitals will not be as efficiently 
staffed as the great corporations. 
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Finally, I should like to mention the subject of 
maintenance. We have at the Pennsylvania Hos- 
pital facilities for housing and feeding a good 
many of our employees. Several years ago we 
made a study of the cost to us of doing so. We 
found that it was costing at least $35.00 per 
month with no charge for interest, and deprecia- 
tion on the building which we already had. We 
find few employees who value it at anywhere near 
its cost to us. We also find that housing employees 
creates a great many administrative problems 
which we could avoid if they left the grounds 
when their work was done. 


I have raised a number of questions, but an- 
swered few. May I close with this summary: 





1 The hospitals are definitely faced with the 
necessity of paying higher wages or accepting 
sub-standard employees. Sub-standard em- 
ployees are increasingly difficult to secure because 
of competition from relief rolis and WPA projects. 


2 Securing exemption from social legislation 
makes hospital jobs less attractive. 


3 Hospitals should do everything possible for 
their employees to discourage unionization. Do 
not expect your employees to work for less, just 
because they are working for a charitable insti- 
tution. 


4 Hospitals should build no new facilities for 
housing of their employees. 


The London Hospital 


The London Hospital was founded in 1740 at a 
meeting of seven men in the bar parlor of The 
Feathers Tavern in Cheapside. The feathers in 
the coat of arms of this great hospital com- 
memorate its humble origin. ‘The London,” one 
of the world’s greatest hospitals, now covers nine 
and one-quarter acres of ground in the heart of 
Whitechapel. 


Tke London Hospital as it once stood in the midst 
of fields 


When first organized a man and his wife were 
engaged to look after the “miserable objects,” as 
the patients were called, at a joint wage of £20 
per annum, and a physician, surgeon, and apothe- 
tary were engaged to attend the patients for two 
hours daily. There were no resident medical men 
and no nurses. 
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The increasing number of applicants for care 
stimulated the founders to greater efforts, and 
in 1742 five houses were being used to accom- 
modate the patients. The present site was pur- 
chased in 1751 and the first buildings were located 
in the fields. The foundation stone for the pres- 
ent hospital was laid in 1752, and the building was 
completed in 1757 with accommodations for 161 
patients. Today there are between 720 and 750 
Sisters and nurses on the staff. 





The London Hospital as it now stands 





Legal Decisions of Interest to Hospitals 


pitals, or where the hospital was a party 


Noe upon court decisions which affect hos- 
to the litigation. 


Massachusetts—(Cont.) 


Vannah vy. Hart Private Hospital, 228 Mass.. 132, 
117 N. E. 328, L.R.A. 1918A, 1157 


This was an action by a woman patient to re- 
cover damages, based upon the negligence of hos- 
pital employees, for the loss of a ring. The evi- 
dence was that the ring had been removed from 
her finger while she was under the influence of 
anesthesia. There was a contract between the 
plaintiff and the defendant whereby the defen- 
dant agreed to furnish her with room, board, and 
nursing. 


The court, in holding defendant liable, indicated 
that had a stranger attacked the plaintiff, and had 
the employees of defendant done nothing to pre- 
vent the attack, then defendant would be liable. 
It was said: “It is equally plain in our opinion 
that the duty owed by the defendant under its 
contract with the plaintiff extended to the care 
of the ring upon her finger while she was uncon- 
scious from the effects of ether as well as to the 
security of her person. And finally, it is equally 
plain in our opinion that there is as much a viola- 
tion of the duty owed by the defendant under the 
contract where the attack upon the person or lar- 
ceny of the ring is committed by one of the de- 
fendant’s own nurses (whose duty it was to pro- 
tect the plaintiff) as well as in the case where 
the attack is made by a stranger and the nurses 
do not undertake to protect her from attack.” 


If the plaintiff had been requested to place her 
valuables in the care of the hospital officials for 
safe keeping, and had refused, then no liability 
would have been attached to the hospital. 


— 


Zoulalian vy. New England Sanatorium and Benev- 
olent Association, 230 Mass. 102, 119 N. E. 686, 
L. R. A. 1918F, 185 


The plaintiff sought by this action to recover 
damages for personal injuries received while he 
was at work upon a planer in a carpenter shop 
located in the defendant’s plant. Plaintiff’s decla- 
ration proceeded upon general negligence, and 
also predicated a cause of action under the work- 
man’s compensation act of the state. 


Evidence was adduced upon the trial which 
made it clear that the defendant was a charitable 
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organization. It also appeared that the defend- 
ant had negligently permitted the planer to be 
operated without a guard to protect the operator. 


The court held that the defendant, a charitable 
institution, did not come within the terms of the 
compensation statute, using the following lan- 
guage: “For many years before the enactment of 
St. 1911, c. 751, this court in numerous decisions 
had uniformly held that a charitable institution 
was not liable for personal injuries due to the neg- 
ligence of its servants or agents; and it is to be 
assumed that the Legislature had the existing law 
in mind when the statute was passed. We are of 
opinion that, considering the statute as a whole, 
together with its manifest purpose and the ob- 
jects sought to be accomplished by it, was not 
intended thereby to change the law as it previ- 
ously stood and include employees of charitable 
institutions.” Of course, since the defendant was 
a charitable institution the plaintiff could not re- 
cover upon a theory of general negligence. 


——— 


Roosen v. Peter Bent Brigham Hospital, 235 Mass. 
66, 126 N.E. 392, 14 A.L.R. 563 


This was an action by the administrator of the 
estate of a patient to recover damages for caus- 
ing her death, and for breach of contract in failing 
to give plaintiff’s intestate careful and proper 
treatment. Judgment for the defendant was 
affirmed. 


Counsel for plaintiff sought to carry the conten- 
tion that the defendant should be held liable for 
its failure to select careful, prudent servants. But 
the court would not hear this, saying: “The inevi- 
table result of our own decisions is to relieve a 
hospital from liability for negligence of the man- 
agers in selecting incompetent subordinate agents 
as well as for the negligence of such subordinate 
agents selected with care.” 


Plaintiff’s counsel sought to evade the rule ex- 
empting charitable institutions by declaring 
against the hospital in an action sounding in con- 
tract. Now, it is good law that all corporations 
are to be held accountable for breach of contract. 
However, the question here was whether the re- 
covery sought was for breach of contract or for 
general negligence. Upon this point the court 
said: “The allegation of an oral contract with the 
defendant for careful treatment adds no element 
of liability to those which would exist otherwise. 
There can be no liability in contract such as here 
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When Vice wre a prescuplin consider these things. _ 


ARE THE INGREDIENTS POTENT... 
STANDARDIZED...DEPENDABLE? 


Armour pharmaceuticals have all these 
vital factors...CONTROLLED from raw 
material to finished product 


POTENCY To be of uniformly high potency, 


a glandular product must be fresh. It must be 
made from fresh raw materials. The Armour 
Laboratories are uniquely able to control the 
freshness and resultant potency of their prep- 
arations, for they are located right at the 
source of supply. The processing of Armour 
pharmaceuticals is begun as soon as the raw 
materials have been taken from the freshly 
killed animal . . . in many cases before these 
materials have lost their animal heat. 


STAN DARD! ZATION The standardiza- 


tion of a glandular product is dependent upon 
selection of the best and most uniform of the 
available raw materials, as well as upon mod- 
ern laboratory technique. The Armour Labor- 
atories select their glandular substances from 
the world’s largest supply, right at their own 
doors... use the most advanced laboratory 
methods to be sure of constant standardization. 


DEPENDABILITY The dependability of 


Armour preparations is controlled by repeated 
tests, from raw material to finished product. 
The Armour Laboratories check and recheck 
every pharmaceutical bearing their name with 
methods of accepted reliability. Fifty years of 
experience in the making of glandular prod- 
ucts has given the Armour Laboratories a far- 
reaching reputation for thorough, consistent 
dependability. Armour products are at your 
service. They will function safely and effec- 
tively whenever you prescribe them. 





We welcome the opportunity to 
show the facilities and processes of 
the Armour Laboratories to mem- 
bers of the medical profession. 
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ARMOUR STANDARDIZATION METHODS 
ARMOUR THYROID 
has been standardized on the Thyroxine Iodine Content. 
ARMOUR PITUITARY LIQUID 
has been standardized on the Guinea Pig Uterus for its 
oxytocic potency. 
ARMOUR’S CONCENTRATED LIVER EXTRACT 


has been assayed on the Red Cell Regeneration counts in 
true Pernicious Anaemia Cases. 


Armour's 
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The Armour Laboratories 


Headquarters for ‘Medicinals of Animal Origin * ARMOUR AND COMPANY, Union Stock Yards, Chicago 
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is alleged, if none exists in tort. The whole mat- 
ter relates to the execution of the public charity 
administered by the defendant, and is governed 
by the same principles in whatever aspect pre- 
sented.” 


The act of Massachusetts providing for recov- 
ery of damages for death by wrongful act was 
held not to be applicable to a charitable hospital. 
Of this the court said: “The reasons already 
stated show that the terms of that statute are 
not applicable to a case where, from the nature of 
the corporation as a public charitable hospital, it 
cannot be guilty of negligence in respect of the 
treatment of its patients pursuant to the great 
charitable purpose for which it was established.” 


——<——— 


Kidd v. Massachusetts Homeopathic Hospital, 237 
. Mass. 500, 130 N.E. 55 


This was an action by the administratix of a 
patient for the recovery of damages for injuries 
suffered by him while a patient in defendant hos- 
pital. The defendant relied upon its incorporation 
as a charity to defend the suit. Upon the trial 
a verdict was directed in favor of the defendant, 
while ruling was affirmed upon the appeal. 


The court disposed of the case summarily by 
reference to the Roosen Case: “It was decided in 
the recent case of Roosen v. Peter Bent Brigham 
Hospital, 235 Mass. 66, with a full citation of 
authorities, that an action of tort could not be 
maintained to recover damages for injuries 
caused by the negligence of the servants or agents 
of a public charity, because it has no funds which 
can be chargeable with any judgment the plain- 
tiff might recover, except those held subject to 
the trust of maintaining the charity.” 


—_——___. 


Foley v. Wesson Memorial Hospital 246 Mass. 363, 
141 N.E. 113 


Plaintiffs sought to recover damages of the 
defendant as a result of being struck by an am- 
bulance driven by defendant’s chauffeur. Verdicts 
were ordered in favor of defendant. These orders 
were affirmed. 


Defendant was a public charitable hospital, and 
the ambulance was owned by it and being used 
for the hospital at the time of the accident. It 
should be noted that the plaintiffs were not bene- 
ficiaries of the charity, but that they were abso- 
lute strangers to it. 


After pointed reference to the Roosen Case and 
the McDonald Case the court said: “It is forcibly 
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urged by counsel for plaintiffs that this exemp- 
tion of a charitable institution from liability for 
the negligence: of its servants should not be ex- 
tended to cases where the injury is inflicted on a 
stranger, as in the present cases. . . . But under 
the Massachusetts doctrine that these trust funds 
cannot be used to compensate wrongs committed 
by agents of those administering the funds, there 
is no ground for distinction between liability to 
a patient and liability to a stranger.” 


The court refused to consider the question 
whether defendant could be held liable for ‘“wil- 
ful, wanton and reckless misconduct” of the 
chauffeur, because the court was of opinion that 
the record failed to show facts which would sup- 
port a finding of wilful and wanton conduct. 


——— <> 


Hall v. College of Physicians and Surgeons, 254 
Mass. 95, 149 N.E. 675 


This action was prosecuted by the administra- 
trix of the estate of a deceased person to recover 
damages for the conscious suffering and death of 
the intestate. 


The principal question had to do with whether 
defendant was in law a public charity. Defend- 
ant’s charter indicated that it was incorporated 
as a charity. However, the Massachusetts court 
said, as other courts have said: “The charter 
however did not of itself make the defendant a 
public charity. The controlling purpose must be 
for the common and public benefit and if it was 
created by the incorporators, or thereafter was 
administered and maintained by their successors 
for money making, this essential element is lack- 
ing even if it may at times have expended money 
for purposes, or rendered gratuitous services 
which in common speech are called charitable.” 


The court was of the opinion that there was 
evidence offered from which the jury could have 
found that defendant was not. a charitable insti- 
tution. 


eG enna 


Glaser v. Congregation Kehillath Israel, 263 Mass. 
435, 161 N.E. 619 


Defendant was incorporated for the purposes 
of “the maintenance of public worship in accord- 
ance with the law and traditional customs of the 
Orthodox Jewish Faith; (and the) maintenance 
of a religious school.” Plaintiff was not a mem- 
ber of the congregation, but was invited to attend 
a service at defendant’s temple. As the result of 
an accumulation of ice and snow upon the steps of 
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....and we'll find them....and.... 


we ll send them on to you 


When you take “pen in hand” to write to us to find 
aman, a woman you want, when you tell us you’d 
like a man who'd love the job you’d give... 


... there are things to do in our house. 


There are things to do that call for all the patience, 
wit and maybe wisdom that we can summon to find 
from coast to coast the person who'd just suit you 
like you’d like to be suited. 


Usually you ask for personnel with special training 
and then you pile on top of that a yearning for regu- 
lar people, for folks who have a vital, eager way 
with them, for people to help you do the tasks of 
your hospital who’d do them willingly, dependably, 


with.a song and a tune in their minds, and earnest- 
ness in their hearts. 


There are lots of folks like that. Most of those who 
come to us would fit in that warm definition. It’s 
only needed that they find and work in the job they’d 
love; only needed that we find them square pegs or 
round pegs and fit them into square holes or round 
holes for the beginnings of lifetimes of happiness. 


And if you write and tell us exactly the kind of a 
man or woman you want... we go to WORK in our 
house to find the peg who’d fit, fit pleasingly, hap- 
pily, who’d fit squarely into square holes, roundly 
into round holes . . . and we’d send them on to you. 


This is our great work; these things we do well. 


The MEDICAL BUREAU > 


55 E. Washington Street 
The top floor of the tower of the Pittsfield Building 
CHICAGO, ILLINOIS 
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defendant’s temple the plaintiff fell and incurred 
injuries, the recovery of damages for those in- 
juries being sought in this action. 


The court denied recovery upon the ground that 
defendant was a charitable corporation, and said: 
“A public charitable corporation is not liable for 
the negligence of its officers or servants. . . 
That principle and the reasoning on which it rests 
seem as applicable to a religious as to any other 
charity. No sound distinction in this particular 
can be made to the disadvantage of a charity 
established for the promotion of religion... . A 
corporation organized as a public charity can 
hardly gain a benefit or advantage from those 
who, even at its invitation, come to its premises 
in order to avail themselves of its purely philan- 
thropic ministrations without the payment of any 
admission fee and ought not to be held liable to 
them for negligence.” 


rane ase 


Enman vy. Trustees of Boston University, 270 
Mass. 299, 170 N.E. 43 


This was an action for personal injuries in- 
curred by the plaintiff when she slipped and fell 
on ice on a sidewalk adjacent to a building owned 
by the defendant, which was used solely for its 
charitable purposes and not for profit. A verdict 
was directed in favor of defendant. This was 
affirmed. 


Plaintiff sought to show that defendant was 
covered by a policy of insurance. In holding such 
evidence inadmissible the court said: “The basis 


on which the defendant’s legal responsibility for 
torts rests would not be changed by its entering 
into a contract with an insurance company... 
even though thereby to a certain extent the diver- 
sion of the funds of the defendant to that pur- 
pose might be avoided.” 


—~>_—_—. 


McKay v. The Morgan Memorial Co-Operative In- 
dustries and Stores, Inc., 272 Mass. 121, 172 
N.E. 68 


Plaintiff fell through a trap door located on 
defendant’s premises, and suffered personal in- 
juries. A verdict was directed upon the ground 
that defendant was a charitable corporation. Upon 
the appeal a new trial was ordered. 


It was held to be error to order to verdict for 
the defendant where the evidence showed that the 
activities of the defendant store in which the acci- 
dent occurred were of a commercial character, 
and conducted primarily to obtain money to be 
used for the general charitable purposes of the 
defendant, especially when such business was not 
conducted to accomplish directly any specific 
charitable purpose to which the receipt of money 
was incidental. 


Since the defendant was operated for profit 
in some respects, the case came within the rule 
of the Hall Case, ante, and also came into accord 
with other decisions which require the institution 
to. be essentially a charitable one before it can 
claim the benefits of exemption from liability for 
negligence. 





Advisory Board for Medical Specialties 


The annual meeting of the Advisory Board for 
Medical Specialties, which is the coordinating 
Board of the twelve certifying boards in the va- 


rious specialties, the Association of Medical Col- : 


leges, the American Hospital Association, the 
Federation of State Medical Boards of the 
U. S. A., and the National Board of Medical Ex- 
aminers was held at Atlantic City, New Jersey, 
on June 6, 1937. 


The following officers were elected: 


President—Willard C. Rappleye, M.D., New York, 
N. Y. 


Vice-President—W. P. Wherry, M.D., Omaha, 
Nebraska ~ 


Secretary-Treasurer—Paul Titus, M.D., Pitts- 
burgh, Pennsylvania 


Members of the Board of Trustees: W. B. Lan- 
caster, M.D., Boston, Massachusetts; R. C. Buerki, 
M.D., Madison, Wisconsin; and Louis B. Wilson, 
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M.D., Rochester, Minnesota, retiring president of 
the Board, member emeritus. 
_— 


Hospital Insurance Enabling Act 
in California 


A revised enabling act for the establishment of 
non-profit hospital service associations in Califor- 
nia was signed by the Governor on July 2. Bill 
No. 1132 resembles similar acts passed in New 
York, Massachusetts, Illinois, Maryland, and Ala- 
bama, and will bring the hospital service asso- 
ciations under the direct supervision of the com- 
missioner of insurance. 


A committee, headed by Mr. Ritz E. Heerman, 
superintendent of the California Hospital at Los 
Angeles, is at work on the formation of the first 
corporation under the new law. Details of the 
hospital and subscriber contract are not yet com- 
pleted, but more than 30 hospitals in southern 
California have already signified their willingness 
to cooperate in the hospital insurance program as 
participating institutions. , 
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heavy pads of protection at 
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Dietetics 


ROSELLA HANFELD, Dietitian 
Mercy Hospital, Denver, Colorado 


AVE hospitals in their standardization neg- 
lected the psychological needs of the pa- 


tient? The prime objective of a hospital - 


according to Dr. Malcolm E. MacEachern is to “re- 
ceive the human body when for any reason it is 
broken, diseased or injured, and to care for it in 
such manner as to restore it to normal or as 
nearly normal as is possible.” It should be a place 
offering facilities and environment comparable to 
natural home life for restoration of physical and 
mental health. It should be a place for treatment 
of disturbances of the personality as well as of 
metabolism. 


In an attempt to render this service, boards of 
control, business managers, superintendents, doc- 
tors, nurses, technicians, and dietitians have or- 
ganized, systematized, and departmentalized to 
the nth degree. 


One scientific discovery rushes ahead of another 
resulting in the use of new methods and new pro- 
cedures, until the hospital has assumed more or 
less of an automatic role, instead of one consider- 
ing the human aspect—the happiness of the pa- 
tient. Not always are physical symptoms which 
are obvious to the eye more necessary for treat- 
ment than the stimulation of a feeling of well- 
being or adjustment of thinking processes. The 
physician working with his patients sees numer- 
ous relationships between the problems of his pa- 
tients and the progress of their recovery. It is true 
that not only bodily functions, but the more com- 
plex functions of the organism, the mental func- 
tions are influenced by the specific care offered 
by the institution. 


The Present Day Hospital Is Defeating Its 
Own Purpose 


The eagerness for supplying the material 
things for these new conditions may have over- 
shadowed the original aim—the patient as a 
human. The present day hospital is defeating its 
own purpose. The regimentation of patients 
through all the services and details is the routine 
of a guinea pig. 


At five o’clock in the morning the busy night 
nurse rushes in the room and awakens the patient 


Presented at the annual meeting of the Mid-West Hospital 
Association, Colorado Springs, June 10-11, 1937. 


114 


for early morning care. The nurse is not to be 
criticized, she has fifteen patients who require 
the same care and she has a report to make out, 
and her work must be finished by seven o’clock. 
It is true the patient has been in bed all night 
and could have utilized the time by sleeping, but 
probably was not free from pain, and was unable 
to rest until a few hours before the morning dis- 
turbance. 


After the temperature, pulse, and respiration 
have been charted there is time for a nap which 
is disturbed by the breakfast tray at seven. What 
patient in ill health wants to eat at that hour 
when he is never served before eight or nine at 
home when in good health? The doctor makes 
his hospital calls before home or office calls. 
Breakfast must be over and the patient in readi- 
ness when he arrives for his hasty examination. 


Fortunately there are a few of the medical 
profession who appreciate morning rest for their 
patients, and leave “Do not disturb” orders. 
The orders for temperatures, medications, and 
treatments for every one, two,- or three hours, 
occupy all the morning time except that which 
is allowed for the bath. After the noon day meal 
callers are expected. If all procedure is on sched- 
ule there may be one-half hour between phone 
calls, flowers, mail, nourishment, and another 
meal, for quiet and rest up to the final medication 
and temperature at nine o’clock at night. 


Adequate provision must be made for all serv- 
ices and details. Organization and system is nec- 
essary. Coordination of departments and cooper- 
ation of personnel is essential. What is happen- 
ing to the patient? 


Dietetic Treatment in Personality Disturbances 


The treatment of disturbances of personality 
by dietetic factors are today quite as worthy of 
discussion as are scientifically arranged combina- 
tions of energy-giving substances of suitable com- 
position. The undernourished child or adult, the ill 
nourished individual with excess or deficiency of 
this or that food essential, may not only show 
physical symptoms, but may also behave differ- 
ently under the circumstances. The misbehavior 
of certain children has been attributed to insuffi- 
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EDUCATION 


Education is more than classroom exercise. 
In a broad sense, it is the development of 
all those natural faculties which dominate 
physical and mental character . . . Where 
physical education has been neglected as in 
the instance of constipation, wise counsel and 
selected treatment often expedite the return 
to normal function .. . As an adjunct to the 
treatment of diet and exercise, Petrolagar is 


a useful and convenient method of correcting 
constipation . . . By its bland lubricating 
action, Petrolagar produces soft well formed 
stools which are easy to evacuate. Petrolagar 
is prepared in five types — Plain, with Phenol- 
phthalein, with Milk of Magnesia, Unsweetened 
and with Cascara —to provide a range of 
treatment adaptable to the individual patient. 
Petrolagar Laboratories, Inc., Chicago, Illinois. 


Petrolagar is a mechanical emulsion of pure liquid petrolatum (65% by volume) and agar-agar. Accepted by 
the Council on Pharmacy and Chemistry of the American Medical Association for the treatment of constipation. 


August, 1937 


Petrolagal 





cient sugar in the diet while irritability has been 
thought to be due to lack of Vitamin B; insuffi- 
cient iron has excused the mental perversity of 
many women and an inadequate diet has been re- 
sponsible for the neuritis and delirium tremens 
of the alcoholic. The problem of the dietary de- 
partment is not only when, but what does the 
patient care to eat? 


There is a tendency on the part of the public 
to compare the hospital dietary department with 
that of the hotel. The latter has become famous 
because of its food. Hospitals do their best ad- 
vertising through their trays. Patients are no 
longer satisfied with bland under-seasoned food 
which has always been the code for hospital 
menus. Most people live to eat and a special ef- 
fort needs be made to serve that discriminating 


clientele and at the same time not neglect the ~ 


needs of that special group of patients who must 
eat to live. The selective menu for the general 
diet which includes French fried potatoes and 
broiled lobster pleases the palate of the patient 
even though it may be contrary to the doctor’s 
routine order, and merits its place in the patient’s 
hospital life. 


The nourishment kitchen may give service in a 
capricious fashion to the delight of guests. All 
between meal nourishments, such as tea, cakes, 
beer, when prescribed, carbonated and fruit 
drinks, refreshments for small impromptu parties 
should be available to patients at all reasonable 
hours. 


The ideal of the department should be to com- 
bine the finest food service with the most scien- 
tific nutritional values. 


While the maintenance of the individual organ- 
ism may be supplied by food, the more complex 
functions, those which give to the individual his 
special qualities as a human being, need suste- 
nance for their welfare. Are hospitals neglecting 
these needs of the patient? 


Reducing Labor Turn-Over 


Should the salary of the employees be increased 
in order to reduce labor turn-over? The direct 
answer to the question obviously is Yes, if the in- 
crease could be great enough to outweigh all the 
other factors. The value of reducing labor turn- 
over in cost as well as in the general welfare of 
the institution would more than balance the in- 
crease in payroll. If salary were the only factor 
that influenced length of service, the problem 
would be easier to solve. Approximately one-half 
million workers are being employed by hospitals. 
All of these receive their board, and one-third are 
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furnished living quarters. That means that one 
and four-fifths of a worker is employed for every 
patient in the hospital. 


The existing labor standard shows a direct re- 
lationship to labor turn-over. What are the hos- 
pitals doing to improve living conditions of em- 
ployees? What should be the standard for this 
industry? It is surely the responsibility of those 
who have the power to employ directly or indi- 
rectly, to participate in standard making. Per- 
haps the lack of standardization is natural in an 
industry into which both workers and employers 
frequently enter without previous training or ex- 
perience, particularly when other opportunities 
for earning a livelihood are decreased. Reports 
show evidence of considerable turn-over in labor. 


In an institution in which workers have a direct 
relationship with the employer, and the person 
for whom their efforts are directed, any invest- 
ment in improved standards is well repaid. The 
state provides for minimum wages and maximum 
hours, regular payment of wages, and child labor, 
but there is another type of standard not subject 
to state control which provides for rest periods, 
training of employees, paid vacations, leave for 
illness and other benefits voluntarily given by the 
employer. 


It is the natural human reaction of the hospital 
authorities to feel that each unit presents prob- 
lems so unique as to prevent the setting of basic 
employment standards. Although the situations 
in a large general hospital and those in a small 
specific institution are very unlike, there are def- 
inite problems of common interest to all. These 
include: determination of reasonable living 
wages and reasonable hours of work; adequate 
provision for safeguarding health and safety of 
workers; limitation of the total span of hours or 
the shift; regular and prompt payment of wages; 
and protection from unreasonable wage deduc- 
tions for items which are a legitimate charge 
against the institution itself. 


The value of environment and atmosphere in an 
institution as created by its personnel can hardly 
be calculated in dollars. Contentment and inter- 
est may be stimulated by humane methods on 
part of the management toward employee. Every 
employee should be made to feel that his efforts 
contribute to the welfare of the patient, and that 
he is an important wheel in the hospital machine. 
If he is impressed with a sense of responsibility 
he will respond not only with interest and efficient 
service but with loyalty and a feeling of good 
will. 


The relationship between the hospital and em- 
ployee is changing. With the rise of the country 
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One Woman’s Letter 


Hundreds of letters come to us from men 
and women in all walks of life. Of late, 
many of them have told us about shaving 
the sick, crippled, blind and paralytic. 

A typical letter is one from Mrs. Clifford 
Coyle, of Buffalo, New York, who gra- 
ciously permits us to use her letter so that 
it “may bring the same comfort to others 
that we have experienced. It is this idea 
that prompts me to say you may quote my 
humble message and trust it may fall on 
ears that need it.” 


Her letter follows: 


“Several months ago my husband suf- 
fered a stroke which affected his entire 
left side. We had many problenis to face, 
and not the least of these was shaving, 
the cost of a barber every day was pro- 
hibitive. A member of the family brought 
in his Schick Dry Shaver, and shaved Mr. 


Coyle. After a few days, when the patient 
was able to be propped up in his bed, he 
decided to try shaving himself, and | want 
you to know that, with only one hand to 
use, he has shaved himself every day since. 
I've supplied him with his own shaver, and 
| wish to express to you our appreciation 
and thank you for having placed such a 
marvelous thing within the reach of all. It 
has paid for itself many times.” 


Doctors, nurses, orderlies and even hos- 
pital barbers are realizing that the Schick 
Shaver—with “no blades, no lather,” no 
chance of cutting—is the ideal shaving 
instrument for hospital and private use. 

Any authorized Schick dealer will dem- 
onstrate the shaver to you and show you 
how quickly and easily you can shave, 
even without a mirror and with no facial 
preparation whatever. 


SCHICK DRY SHAVER, INC., STAMFORD, CONN. 


Western Distributor: Edises, Inc., San Francisco 


SCHICK 


In Canada: Henry Birks & Sons, Ltd., and other leading stores 


SHAVER 





from the depression has come a rise in commodity 
prices which has added responsibility to hospital 
employees as well as to workers everywhere em- 
ployed. There is less volunteer work for care of 
sick. Hospitals must expect to make provisions 
for salary raises, standardization of position, 
minimum and maximum salary schedules, and 
the practice of periodic increases in salaries which 
were previously practiced. Monetary considera- 
tion should be in keeping with the salary paid by 
other institutions for a similar service if a rapid 
turn-over is to be prevented. Unfortunately it 
is a well known fact that hospital employees, es- 
pecially those of the dietary department are 
poorly paid. Can hospital employers expect to 
attract the better employees to their institutions 
at a lower salary than is paid them by other in- 
stitutions in the community? Salary scales should 
depend on education, ability, conscientiousness, 
loyalty, length of service, and position held. 
Maintenance should include room, three substan- 
tial meals a day, laundry, incoming telephone 
service, uniforms, medical care over reasonable 
periods, and thorough physical examinations pe- 
riodically. Other services which would be neces- 
sary when only partial maintenance is offered are: 
rest rooms and locker rooms; first: aid facilities; 
frequent pay days, preferably every two weeks; a 
definite period for vacation and illness possibly 
two weeks for each should be allowed for any 
non-professional employee who has been in 
service for more than a year. It is agreed that 
constant check is the only effective method for 
protecting the health of both workers and pa- 
tients. The physical examination every six months 
and an increasing emphasis on personal hygiene 
and general sanitation—such as sterilization of 
eating and drinking utensils—will do much to im- 
prove health. 


Eight-Hour Day 


There is no reason why hospital workers should 
work longer than others. As far as possible hospi- 
tals should plan an eight-hour day recognizing the 
fact that allowance should be made for the needs 
of the patient. An employee should have one full 
day off a week with some one to carry on his work 
without injury to hospital. Employees have served 
and served well for the last eight hard years. 
Their conscientious efforts have helped to main- 
tain the standards of the hospital with very little 
unrest or expressed dissatisfaction. In return for 
this, hospitals of their own initiative and without 
the intrusion of labor agitators should do all they 
can do within the limits of their financial resources 
to increase the wage scale, and improve their liv- 
ing conditions. A permanent and satisfied group 
of employees insures economy in operation. 
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Food Standards in the Hospitals 


Should food standards fall if salaries are in- 
creased? If the employee is entitled to a higher 
salary and improved living conditions what will 
balance the scale. If the superintendent recog- 
nizes this contribution as charity is he justified? 
A hospital does a great deal of charity in the com- 
munity. Is there a better place for it than among 
its employees? Who then must suffer? Should 
the patient, who is paying increasing amounts for 
room and service be offered the second grade 
canned product? Definitely no. Poor physical 
condition demands superior, not average raw ma- 
terial for its recovery. Good material and good 
workmanship make a perfect dish. Through 
shrewd and careful management the selected 
menu may be offered to the patient and the result 
will be gratifying. A hospital although a chari- 
table institution, must make itself a justifiable 
human institution where people are not exploited 
and are well treated. 


Instruction Classes for Kitchen Employees 


What would be the value of instruction classes 
for kitchen employees? When higher salaries 
are offered, more in education and ability may be 
expected by the employer. Unskilled labor usually 
is obtained. With the motive of increasing the 


length of service, improving the quality of work, 
shortening the length of time required for a par- 
ticular task, a certain amount of teaching is nec- 
essary. 


First the qualifications of an applicant should 
be investigated with much greater care than is 
common at present. References should be fur- 
nished and accepted with the greatest care. Labor 
turn-over may be noticeably decreased if en- 
ployees are properly selected. Whenever en- 
ployees without specialized training are accepted 
for specialized work there is an immediate need 
for instruction. In every case an educational pro- 
gram for each new worker with carefully outlined 
and explained procedure of duties is essential. 


A suggestion by way of education for a group 
of new workers is a series of short simple talks, 4 
picture of the hospital and its departments show- 
ing the relation of one unit to another. A picture 
demonstration of methods may be employed when 
advisable. 


For the benefit of the hospital, patient, and em- 
ployee, any educational program will be of equal 
value. Workers who are physically strong, met- 
tally alert, and well trained will be adding to the 
profit and stability of the business, to the satis- 
faction and comfort of the patient. 
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Answering your Questions about 


AIR CONDITIONING 


Facts which every Hospital should have 


1.What make of air conditioning 
equipment is most frequently 
used in hospitals and why? 


Frigidaire Controlled-Cost Air Condition- 
ing is used in more hospitals than equip- 
ment of any other kind . . . because it 
meets certain definite requirements for 
hospital work. 


2. What does “Controlled-Cost” 
mean? 


It means many things... but most im- 
portant ‘of all it presents all the facts 
about air conditioning in simple, every- 
day terms—clears up the ‘‘guess-work” 
that has surrounded the whole subject 
—and lets you know, and therefore con- 
trol, its entire cost. 


3. How does it meet “hospital 
requirements” ? 


Controlled-Cost Air Conditioning sup- 
plies anything from the simple, inex- 
pensive cooling of rooms and wards to 
the most elaborate control of a// atmos- 
pheric conditions in operating rooms 
and laboratories. And, because of its 
extreme flexibility, you purchase only 
what your hospital needs at any given 
time... adding to your installation, 
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DELCO-FRIGIDAIRE 


room by room and department by de- 
partment... as you see fit. 


4. Who makes “Controlled- 
Cost” Air Conditioning ? 

It’s a Product of General Motors... 
pioneers and the leaders in the electric 


refrigeration field, the basis of modern 
air conditioning. 


5. What does it do for the mod- 


ern hospital? 


It aids in the recovery of patients, brings 
cool comfort and relaxed nerves to 
nurses and doctors, filters out dust and 
pollens, improves operating room efh- 
ciency... is invaluable in the laboratory. 


6. How does it fit into the hos- 
pital budget? 
Controlled-Cost Air Conditioning will 





The Air Conditioning Division of General Motors 
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repay its entire cost by attracting patients 
during the summer months who are 
willing and glad to pay more for cool 
comfort. 


7. What is the next step? 


Get the facts about Controlled-Cost Air 
Conditioning for your hospital. Mail 
the coupon today. 





What 


Controlled-Cost 


Air Conditioning means 
to Hospitals 


1. A system that gives you the de- 
sired atmospheric conditions — you 
pay on/y for what you need. 


2. Equipment of exactly the right 
size a capacity for you— neither 
too small, which would mean un- 
satisfactory service; nor too large, 
which would be wasteful and costly. 


3. A method of installation that suits 
your hospital —whether old or new 
—and regardless of its type of con- 
struction — thereby. controlling the 
ultimate cost. 


4. Morecooling action with less cur- 
rent consumption. Hence a control 
over operating costs. 


5. Dependable, proven equipment 
for low maintenance cost. 


6. A presentation of a// the facts in 
every-day language, so that you will 
know and can therefore control the 
entire cost. 








MAIL THIS COUPON TODAY! 
Delco- Frigidaire Conditioning Division 
General Motors Sales Corporation 
Dayton, Ohio. Dept. MH-7 


I want the facts about Controlled-Cost 
Air Conditioning. Please send me the 
complete story 4 return mail. I am 
obligating myself in no way at all. 


Name. 





Address 
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Among the Associations 


State and Province Association News 


Manitoba Hospital Association, Sixteenth 
Annual Convention, Brandon, Manitoba, 


June 24 and 25, 1937 

The Manitoba Hospital Association held the 
sixteenth annual convention in Brandon, on June 
24 and 25, in conjunction with the Manitoba As- 
sociation of Registered Nurses. The meeting 
opened on Thursday morning with an address of 
welcome by Colonel F. J. Clark of the City of 
Brandon, which was followed by the annual busi- 
ness meeting of the Association. Reports were 
received and adopted from the officers and stand- 
ing committees. The report of the Legislative 
Committee opened up certain phases of the Hos- 
pital Aid Act for discussion, and Dr. E. W. 
Montgomery, of the Department of Health and 
Public Welfare replied to many questions regard- 
ing contentious interpretations of the Act. These 
dealt specifically with the difficulties of establish- 
ing residence for municipal cases and payment 
for extra provincial public ward cases. 


Dr. J. F. Clingham, representing the Manitoba 
Medical Association, reported that his Associa- 
tion wished to have discussed the fact that, under 
the terms of the Hospital Aid Act, it was possible 
for municipalities to have residents cared for in 
the city hospitals with liability only for payment 
of statutory rates, and that, in some instances, 
these patients were considered to be in a posi- 
tion to pay higher rates, and also to pay their 
attending doctors. This situation was recognized 
by the Association as one requiring attention and 
it was felt that it should be brought to the atten- 
tion of the Union of Manitoba Municipalities. 
A resolution was adopted instructing the execu- 
tive of the Association to endeavor to establish 
more cooperation between the Manitoba Hospital 
Association and the Manitoba Medical Associa- 
tion and the Union of Manitoba Municipalities in 
connection with legislation respecting hospitals. 


The possibility of obtaining increased financial 
aid for the hospitals through legislation was dis- 
cussed, and it was suggested that the Provincial 
Government be asked to classify hospitals in ac- 
cordance with the standard of service with a view 
to obtaining higher ward rates and government 
grants for the metropolitan hospitals. 


The financial situation of the Association was 
considered following the treasurer’s report, and 
it was recognized that an increase in the revenue 
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would be necessary to meet the added expendi- 
tures that are entailed through providing a sup- 
port of the Canadian Hospital Council. It was 
suggested that the Provincial and Federal Hos- 
pitals in the Province should be requested to be- 
come members of the Association in view of the 
fact that they are receiving benefits through the 
activities of the Association and the Canadian 
Hospital Council. Specific mention was made of 
the reduced prices recently obtained for milk pur- 
chased by hospitals. This reduction was made 
possible through the activities of the Association, 
and the reduction was made applicable to the 
Deer Lodge Hospital. It was the feeling of the 
meeting that, failing other measures for increas- 
ing the income, the hospitals would be willing to 
pay a higher membership fee. 


Following the annual business meeting a very 
excellent paper was presented by Mrs. Angus Mc- 
Donald, president of the Hospital Aid of the 
Brandon General Hospital, entitled, ‘The Place 
of the Women’s Aid in the Hospital.” : 


The afternoon session, under the chairmanship 
of the Manitoba Association of Registered 
Nurses, dealt with “The Nursing Curriculum,” 
papers being given on this subject by Miss E. Mc- 
Dowell, R.N., instructress of nurses, Winnipeg 
General Hospital, and Miss E. McNally, R.N., 
assistant superintendent, Brandon General Hos- 
pital. These papers were discussed by Dr. Frank 
Purdie, president of the Brandon and District 
Medical Association, from the standpoint of the 
private physician, and general discussion fol- 
lowed with regard to the application of this cur- 
riculum to hospitals generally in Manitoba. 


Dr. S. J. Pierce, pathologist of the Brandon 
General Hospital, gave a very comprehensive 
paper on the “Minimum Laboratory Require- 
ments in Hospitals,” and this paper was followed 
by a general Round Table discussion conducted 
by Dr. G. F. Stephens, superintendent, Winnipeg 
General Hospital. 


At the annual dinner on Thursday evening, the 
Honorable E. A. McPherson, K. C., spoke on “The 
Relation of the Municipality to the Hospital.” The 
dinner was followed by a reception by the Brat- 
don Graduate Nurses’ Association. 


Friday morning, the following papers were 
given: “Dietetics in Hospitals,” by Miss Helen 
Morrison, R.N., Brandon General Hospital; “De- 
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RUBBER GLOVES...and SOAP 


T’S true, in a physical sense of the 

word, that rubber gloves and soap 
are only “‘little things.” But there’s 
no doubt that both play a mighty 
important part in patient care! 

You know how essential it is that 
the members of your staff be sup- 
plied with only the best, the most 
reliable gloves to protect themselves 
and your patients against infection. 
But do you realize how extremely 
important it is that only the finest, 
safest soap be used in bathing your 
patients? In fact, the right soap has 
a lot to do with their comfort. 

That’s why so many leading hos- 
pitals choose Palmolive. Made with 
a special blend of Olive and Palm 





Oils, Palmolive is bland, non-irri- 
tating .. . free from ‘adulterants or 
animal fats. And, it lathers freely in 
warm or cold, hard or soft water. 

You'll find that your patients ac- 
tually prefer Palmolive, too. That’s 
proved by the fact that more of them 
buy Palmolive for their own homes 
than any other toilet soap! 


Palmolive’s Extra Quality 
Is Free! 


Although Palmolive zs a superior 
quality soap, it actually costs you no 
morethan many less-favored brands. 

Your C.P.P. representative will 
gladly give you prices on Palmolive 
Soap—and on the finest, most eco- 
nomical soaps for laundry and main- 
tenance use. Ask him, or write di- 
rect to Colgate-Palmolive-Peet Co., 
Industrial Dept., 105 Hudson St., 
Jersey City, N. J., for the valuable 
Free Booklet: ‘‘ Hospital Housekeep- 
ing and Cleanliness.” It’s a depend- 
able buying guide for every hospital 
soap requirement. Send for your 
copy—TODAY! 


CHOSEN EXCLUSIVELY FOR THE DIONNE QUINS BY DR. DAFOE 
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NO OTHER SOURCE 
‘CAN SUPPLY THIS 





“FOLD 
HOSPITAL LAUNDRY 
EQUIPMENT SERVICE 


For a single replacement machine, or for a complete modernization 
program—put your laundry equipment problems up to Hoffman. We 
build high quality laundry machinery in a wide range of sizes and 
types, and insure dependable performance with skilled service men 
and parts stocks in 35 cities. 


BACKED BY 32 YEARS OF EXPERIENCE 


U.S.HOFFMAN 


MACHINERY CORPORATION 
105 FOURTH AVENUE - NEW YORK, N. Y. 


COMPLETE 
SERVICE 


LAUNDRY 
SUR OTHE 


EQUIPMENT 
INSTITUTION 





sirable Living and Working Conditions for Sti- 
dents and Graduate Nurses in Hospitals,” by 
Miss E. Mallory, R.N., superintendent of nurses, 
Children’s Hospital of Winnipeg; and ‘“Consider- 
ation of Health and Community Aspects of Nurs- 
ing Education,” by Miss E. Russell, R.N., De- 
partment of Health and Public Welfare. The of- 
ficial business of the Association was closed at 
noon, and Friday afternoon, the delegates visited 
the Brandon Mental Hospital, where they were 
entertained by Dr. Pincock and the staff of the 
hospital. 


The election of officers resulted in the re-elec- 
tion of the present officers for another term, 
which are as follows: 


Honorary President: The Honorable I. B. Grif- 
fiths, Minister of Health and Public Welfare 


Honorary Vice-President: J. H. Metcalfe, Port- 


age la Prairie 


‘President: Dr. G. 5S. Williams. Children’s Hospi- 


tal of Winnipeg 


Vice-President: H. M. Tregear, R.N., Carman 
General Hospital, Carman 


Secretary: Dr. O. C. Trainor, Misericordia Hos- 
pital, Winnipeg 


Treasurer: W. R. Bell, Souris, Manitoba 


—_— 


Hospital Association of Pennsylvania 


The Hospital Association of Pennsylvania will 
hold its next annual conference at the William 
Penn Hotel, Pittsburgh, April 27, 28, and 29, 1938. 


The Pennsylvania Association of Nurse Anes- 
thetics and the Pennsylvania State Dietetic Asso- 
ciation will have their annual conferences in con- 
junction with the Hospital Association. 


a a 


Colorado Hospital Association 


The summer meeting of the Colorado Hospital 
Association will be held on Thursday, August 12, 
at the Parkview Hospital in Pueblo, Colorado. 
Topics to be brought up for consideration and dis- 
cussion are the application of the service tax, 
employees remuneration, and the problem of af- 
filiation for student nurses in Colorado. 


The annual convention of the Colorado Hospi- 
tal Association will be held on November 9 and 
10 in Denver. Dr. Herbert A. Black of the Park- 
view Hospital, Pueblo, is president, and William 
S. McNary of the University of Colorado, School 
of Medicine and Hospitals, Denver, is president- 
elect. 
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3, TO SAFEGUARD LIVES 
+ AT SEA 


Since the sinking of the Titanic, after 


e- a collision with an iceberg, in 1912, the. 
f- U.S. Coast Guard have spent thousands 
at of dollars a year in patrolling the North 


od Atlantic—locating and destroying ice- 
; bergs to prevent further, similar catas- 
trophies. Not one life has been lost at 
he sea due to an iceberg collision during 
the twenty-four years since the iceberg 
patrol has been in effect...an expensive 
C~ safeguard, but priceless where human 
m, life is at stake. 

Photo—Crew of Modoc on Iceberg Patrol, observes 


fect of explosion of a mine on a berg. Courtesy 
ational Geographic Magazine 
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38. 40 years of experience in the production visible assurance that the solution has not 
of products for intravenous injection, have been accidentally exposed to contamination— 
neil taught Cutter technicians that no solution for every Saftiflask is doubly safety-sealed; by vac- 
so- intravenous injection is safe until proven safe uum, and by an easily removed viscous seal. 
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ical tests. that every possible care has been taken to 
To be sure, skilled hands, masters of intri- make your dextrose solutions safe? Actually, 
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ital : , : : 
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News Notes 


A. B. Alexander, M.D., medical superintendent 
of the King George and King Edward Municipal 
Hospitals, Winnipeg, Manitoba, Canada, has re- 
tired and Dr. Dougald McIntyre, former assistant 
superintendent, has been appointed medical su- 
perintendent. 


Howard Anthony succeeds George Campbell as 
superintendent of the Mason City Hospital, 
Mason City, Washington. 


’ R. Clarke -Beckendorf, M.D., of Chicago, has 
been appointed superintendent of the Elmgrove 
Sanatorium in Bushnell, Illinois. Dr. Becken- 


dorf succeeds Dr. A. K. Drake who resigned. 
—_>——____.. 


Nellie Bloxham, superintendent of the Day- 


Kimball Hospital, Putnam, Connecticut, retired 
on July 1, 1937. Miss Bloxham has been asso- 
ciated with the Day-Kimball Hospital for the past 
thirty-six years. She went to the hospital after 
she was graduated from the Bayonne City School 
of Nursing, Bayonne, New Jersey. She held vari- 
ous positions in the hospital and in 1917 she was 


appointed superintendent. 
Se anne 


Jessie Broadhurst retires as superintendent of 
the Broad Street Hospital, Oneida, New York. 


+. 
Isabelle Cameron succeeds Katherine M. Alt- 
landt as superintendent of the Monticello Hos- 


pital, Monticello, New York. 
— 


J. D. Carr, M.D., has resigned as superintend- 
ent of the North Dakota State Hospital for In- 
sane at Jamestown, North Dakota. Henry G. 


Owen has been appointed acting superintendent. 
oH 


Hilda M. Dahlman of Barnum, Minnesota, has 
been named superintendent of the Rice Memorial 


Hospital, Willmar, Minnesota. 
———~—_$_— 


John K. Deegan, M.D., formerly a member of 
the staff of the Albany Hospital Tuberculosis 
Sanatorium, has been appointed provisionally as 
superintendent of the new Herman M. Biggs 


Memorial Hospital at Ithaca, New’ York. 
—_—_ >. 


Edward G. Fulton, former superintendent of 
Glendale Sanitarium, Glendale, California, has 
been added to the staff of the Battle Creek Sani- 
tarium, Battle Creek, Michigan, to assist in an 
advisory capacity, Dr. Charles E. Stewart, re- 
ceiver, and Dr. John Harvey Kellogg. A non- 
medical man, with 35 years’ experience in sani- 
tarium supervision, Mr. Fulton is expected to as- 
sume a share of the business burdens incident to 
the management of the institution. 
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Mary Gannon, superintendent of the Marshall 
Browning Hospital, Du Quoin, Illinois, resigned 
to accept a similar position in a hospital in St. 
Louis. Ruth Swearington, the assistant superin- 


tendent, has been named acting superintendent. 
—_——<>_——_ 


J. J. Gerkins, M.D., former director of the 
Trible County Health Unit, Bedford, Kentucky, 
has accepted a similar position with the Fleming 
County Health Unit, Flemingsburg, Kentucky. 


ee ge 

Robert S. Hudgens, who has been assistant su- 
perintendent of Emory University Hospital since 
1929, has been appointed to the position of super- 
intendent, succeeding Russell H. Oppenheimer, 
M.D. Dr. Oppenheimer, who for the past twelve 
years has been superintendent of the hospital, as 
well as dean of the Emory School of Medicine, has 
been appointed medical director of the hospital. 

Mr. Hudgens, one of the best known adminis- 
trators in the southeast, is past president of the 
Georgia Hospital Association, secretary of the 
Southeastern Hospital Association, and is a Fel- 
low of the American College of Hospital Admin- 


istrators. 
—__—_—— 


Edith Kamrath, former superintendent of the 
Union Hospital, New Ulm, Minnesota, has ac- 


cepted the position of superintendent of the 
Hutchinson Community Hospital, Hutchinson, 
Minnesota. 


Pe a Sy Oe 

Lois W. Lethbridge of Winnipeg, Manitoba, 
Canada, has been appointed superintendent of the 
Portage la Prairie General Hospital. 

ea Oe 

Anna Mallinson, graduate nurse of the Bethany 
Hospital in Kansas City, has been appointed su- 
perintendent of the Dickinson County Memorial 
Hospital, Abilene, Kansas. Miss Mallinson suc- 
ceeds Erma Rea Brown, who resigned to be 


married. 
—_—_ >. 


Clyde Miller, M.D., has been appointed super- 
intendent of the Sedgwick County Hospital, 
Wichita, Kansas. Dr. Miller succeeds Dr. H. 0. 
Anderson who resigned to return to private prac- 


tice. 
——<+>___ 


Vernon T. Root, formerly connected with the 
Methodist Hospital, Gary, Indiana, has been ap- 
pointed superintendent of the Rockford Hospital, 
Rockford, Illinois, to succeed DeMoss Taliaferro, 
who was appointed superintendent of the Chil- 


dreri’s Hospital, Denver, Colorado. 
—<—___—_- 


Albert W. Snoke; M.D., has been appointed the 
assistant director of the Strong Memorial Hos- 
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pital of the University of Rochester, Rochester, 
New York, effective September 1. He succeeds 
Dr. Joe R. Clemmons who has been appointed di- 
rector cf Roosevelt Hospital, New York City. Dr. 
Snoke is a graduate of medicine of Stanford Uni- 
versity, San Francisco, 1933, and a graduate of 
Liberal Arts of the University of Washington. He 
has been a member of the resident staff of Lane- 
Stanford Hospital, San Francisco, and of Strong 
Memorial Hospital, Rochester. 
———< 
Graham F.. Stephens, son of our old friend, and 
former president of the American Hospital Asso- 
ciation, George F. Stephens, M.D., general super- 
intendent of the Winnipeg General Hospital, Win- 
nipeg, Manitoba, Canada, is choosing hospital ad- 
ministration as a career. He recently completed 
the course in hospital administration at the Uni- 
versity of Chicago, and is now entering upon his 
administrative internship at Christ Hospital, 
Cincinnati, Ohio, under Doctor Fred G. Carter. 
Seige 
DeMoss Taliaferro has been appointed direc- 


tor of the Children’s Hospital, Denver, Colorado. 
———_»>_—_ 


Alfred F. Way, who has been acting superin- 
tendent of the Bronson Hospital, Kalamazoo, 


Michigan, has been appointed superintendent. 
—___—<>__—_ 


J. O. Weilbaecher, M.D., has been appointed 
medical officer of the Charity Hospital of New 
Orleans, Louisiana. The new position is designed 
to increase the efficiency of the entire medical 


service of the hospital. 
—_——_———___ 


Clarksville, Arkansas—The government has 
given final approval to a $20,000 grant and a 
$30,000 loan under the Public Works Adminis- 
tration for constructing and equipping a new mu- 


nicipal hospital in Clarksville, Arkansas. 
—_—_———_—_ 


Warren, Arkansas—Plans have been completed 
for a Bradley County hospital which will be spon- 
sored by the Bradley County Medical Association. 
The building will be a one-story frame structure 
on a brick foundation, costing $10,000. It will 


accommodate 16 patients. 
és —_— pj 


Duarte, California—A new $125,000 hospital 
building for tubercular patients will be con- 
structed at the Los Angeles Sanatorium in 


Duarte. The building will be built and main- 
tained by New York affiliates of the Los Angeles 
Sanatorium and Ex-patients’ Home. The new 
structure will consist of nine units occupying 


three acres. It will accommodate 68 patients. 
——< 


Huntington Park, California—A 36-bed hospi- 
tal structure is to be built for the Mission Hos- 
pital, Huntington Park. The proposed structure 
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will be two stories in height, of reinforced con- 


crete construction, costing approximately $75,000. 
—_——_~———— 


Los Angeles, California—According to the will 
of the late Marius De Brabant, member of a pio- 
neer California family, Los Angeles county has 
been chosen one of the three residuary bene(icia- 
ries of his large estate. The fund will be used 
to increase the facilities for the care and treat- 


ment of indigent tubercular patients. 
———— 


Modesto, California—The razing of the Stanis- 
laus County Hospital has been recommended by 
the state fire marshal. The building is regarded 
as unfit for hospital purposes and the cost of mak- 
ing it safe from fire hazard would be unduly 


heavy. 
FERRE Se Se oN 


Murphy, California—The San Joaquin County 
Board of Supervisors plan to include in the 1937- 
1938 budget a $40,000 appropriation for erection 
of a new building at Bret Harte Sanatoriuni, 
Murphy, California. The building will replace 
the tubercular ward at the San Joaquin General 
Hospital which the state has termed obsolete and 


unsanitary. 
—_——— ———— 


San Jose, California—Careful consideration is 
being given by the board of supervisors of the 
Santa Clara County Hospital as to ways and 
means of financing the building of a new wing 
to the Santa Clara County Hospital. The pres- 


ent hospital presents grave fire hazards. 
—_»——_—. 


Sequola National Park, California—Plans have 
been approved for a new $4,000 hospital build- 
ing in Sequola National Park. The new hospital 
will be built at Lodge Pole. Construction will be 


under ECW supervision. 
—_— j———. 


Alamosa, Colorado—A drive for funds to 
finance a new community hospital has been con- 
ducted in Alamosa. It is estimated that the build- 
ing and equipment will cost approximately 


$60,000. 
nS Sanaa 


Greenwich, Connecticut—St. Luke’s Hospital 
of New York City is planning the erection of 
pavilions and other buildings to cost $12,000,000 
on their Greenwich property. A bill to exempt 
the property from tax was introduced and passed 
in the state senate but was vetoed by Governor 
Cross. The governor based his veto on the 
grounds that Greenwich would be deprived of 
revenue and the opening of the exemption door 
to out-of-state institutions would set a dangerous 


precedent. 
—_ +. 


Fort Lauderdale, Florida—A committee has 
been appointed to consider possible means of 
promoting capital to finance construction of 4 
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Broward County hospital. The proposed hospital 
will be designed to meet the present and future 


needs of the entire county. 
———<———— 


Miami, Florida—Plans are being considered 
for a joint city and county sponsorship of a 
$300,000 public works administration project for 
the erection of two tuberculosis hospitals in 
Miami. 

EE i 

Quincy, Florida—Construction has been started 
on the new addition to the Gadsden County Hos- 
pital. Three separate contracts were awarded 
for the erection of the building, the total cost 
aggregating $15,462.70. 


ena os a 

LaGrange, Georgia—The new $225,000, Troupe- 
LaGrange Hospital has been completed. The 
building is a three-story brick structure and has 
65 beds. 


EERE pote 

Moultrie, Georgia—Possibility that plans for a 
Moultrie-Colquitt County hospital may material- 
ize has grown since the Public Works Adminis- 
tration announced that it will resume its old plan 


of making grants on a 55-45 per cent cost basis. 
—_—}———. 


Moscow, Idaho—Commissioners will call a spe- 
cial election on a bond issue for a $175,000 gen- 
eral hospital for Latah County. The campaign 
for the hospital was “over the top” with tax- 
payers’ signed petitions. 

—p—__. 

Alton, Illinois—It is expected that the new St. 
Joseph’s Hospital building, Alton, Illinois, will be 
ready for occupancy September 15. A change in 
the first floor plans has increased the bed capacity 


of the new hospital from 121 beds to 157. 
—p——__ 


Chicago, Illinois—Grant Hospital, Chicago, re- 
cently purchased a site for the location of a four- 
story building to house a clinic, doctors’ offices, 
and stores. The proposed building will cost ap- 
proximately $250,000. 


liiiiiiaibies 

Chicago, Illinois—The name of the Chicago 
Fresh Air Hospital in Chicago has been changed 
to the Birchwood Park Sanitarium. Founded in 
1909 as a tuberculosis hospital, the character of 
the work has gradually changed to the care of 
patients suffering from nervous disorders, heart 
disease, mild mental disease, diet cases, and the 
care of aged and infirm persons. The name was 
changed to avoid confusion between the present 


policy and its original purpose. 
<> 


Chicago, Illinois—The Board of County Com- 
missioners are considering the feasibility of 
building a branch of the Cook County Hospital 
for the Calumet district on a tract of land that 
was bought for the purpose twenty years ago. The 
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request for the branch hospital has been made by 
the South Chicago Youth Council and has the en. 
dorsement of the South Chicago Chamber of 
Commerce. 
esi oe Te 
Decatur, IWinois—In the annual report of the 
Macon County Tuberculosis Sanatorium, Dr. D, 
O. N. Lindberg, medical director of the sana- 
torium, notes that the long-time policy of educa- 
tion and control of tuberculosis is becoming ef- 
fective in the United States registration area and 
Macon County in particular. He points out, how- 
ever, that while the county’s death rate hit a new 
low of 26.7 per cent per 100,000 for the respira- 
tory disease, “an increase in the infection rate 
in reactions determined among high school stu- 
dents suggests the necessity for continuing our 
attack upon the disease with renewed effort.” 
URE Baas 
Monmouth, Illinois—The closing of the WPA 
Hospital at the Warren County Home has been 
interpreted as part of the gradual transfer of 
the cost of many governmental agencies of the 
relief type to the local government. The hospital, 
the only one of its kind in the state, has greatly 
alleviated the congestion at the overcrowded § 
Monmouth City Hospital. 
BEEP RE oes 
Ottawa, Illinois—Construction has been started 
at the Ottawa Tuberculosis Sanitarium on a two- 
story frame building which will increase the sani- 
tarium capacity from 117 to 127 beds and re- 
place the cottages now in use. The structure will 
cost $21,000. 
Meaty AP hae 
Peoria, Illinois—A campaign has been con- 
ducted in behalf of the Methodist Hospital in 
Peoria to raise $100,000 to purchase and equip 
a separate building to house the hospital’s nurses. 
The addition of a nurses’ home will make avail- 
able 25 more rooms for patients. 
aR A Mea 
Richmond, Indiana—The state budget commit- 
tee has allocated $250,000 for construction of @ 
building at the Richmond State Hospital. 


—— 


Keokuk, Iowa —The fiftieth anniversary of 
St. Joseph’s Hospital of Keokuk was celebrated 
recently. The hospital is conducted by the Sisters 
of St. Francis. 


Fy a aT 

Mount Pleasant, Iowa—General contracts have 
been approved and construction is being started 
on the new administration building of the Mount 
Pleasant State Hospital. 


a oe 

Topeka, Kansas—A new hospital which has 
been built to meet a problem which presents it- 
self for the first time in Shawnee County—active 
tuberculosis in small children—has been opened 
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ude by 
he en- 
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recently. The hospital is located near Topeka on 
the Hilcrest property. 


SS 
Monroe, Louisiana—The G. B. Cooley Tuber- 
culosis Sanatorium near Monroe, which was con- 


Greenville, Mississippi—A new nurses’ home 
and training school to be known as the Bessie J. 
Taylor Memorial will be added to the King’s 
Daughters Hospital. The cost of the building is 
estimated by the architect to be $85,000. 





of the structed at a cost of approximately $100,000 —— 

dr. D, from funds provided principally by the WPA, was St. Louis, Missouri—The newly erected Park 

sana- formally dedicated and opened to the public re- Lane Memorial Hospital, St. Louis, was opened 

aduca- cently. The sanatorium includes two separate to the public recently. 

ng ef. buildings, one for white patients and one for > 

1a and Negroes, and private quarters for doctors and Hackensack, New Jersey—According to the 

, how- nurses. It will accommodate 48 patients. will of the late R. Bleecker Rathbone, retired 

Bed Discy. ne Se ae A campaign to raise $50,000 Pag of the R. B. Rathbone & Son, New York 

: - agi re insurance brokerage firm, the Hackensack 

1 rate for the building fund of the Montgomery County SPREE ‘ati Hl e h b t 

: . ospital Association will receive a cash beques 

1 stu. General Hospital, at Sandy Spring, Maryland, of $15,000 

gz our was conducted recently. The fund will be used Sigiier SRE ea 

rt.” to increase the bed capacity and for new equip- Nutley, New Jersey—The residue of the estate 
ment. of the late Mrs. Ella W. Gladwin of Nutley which 

WPA Boston, Massachusetts—The New England is valued at $175,000, has been left to the town 

; been Deaconess Hospital of Boston has recently re- for a hospital to be known as the Gladwin Memo- 

fer of ceived a bequest of over $1,000,000. The income rial Hospital. In the event that the town does 

of the HH can be spent at the discretion of the trustees of not accept the money for the stated purpose it 

spital, the hospital. is to go to Grace Church. Members of the Town 

reatly —~>—_ Commission indicated they would not be inclined 

owded Big Rapids, Michigan—Construction has been to accept the bequest unless it were sufficiently 
started on the new addition to the Community large to provide for construction and mainte- 
Hospital of Big Rapids. The project is sponsored nance. 

tarted by the WPA. (Continued on Page 130) 
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Brooklyn, New York—Plans are being made 
for a new addition to the Beth-E] Hospital in 


Brooklyn to relieve overcrowded conditions. 
a 


Brooklyn, New York—Increased cooperation 
among public health groups in Brooklyn ‘is at- 
tracting wide interest. The Brooklyn Home for 
Consumptives has become the latest addition to 
the 22 units of the United Hospital Fund in 
Brooklyn. 


cea eS 

New York City—Lucius N. Littauer, the New 
Rochelle manufacturer and philanthropist, will 
give between $200,000 and $250,000 for the con- 
struction of a new home to house the National 
Hospital for Speech Disorders in New York City. 
The hospital will be reorganized and its name 
changed to the Lucius N. Littauer Institute for 


Speech Disorders. 
———_— 


Oneida, New York—The new 80-room City 
Hospital in Oneida, New York, was dedicated re- 
cently. The $220,000 institution, which was a 
WPA project, will take the place of the Broad 
Street Hospital and the old Oneida City Hospital 


which will be razed. 
a 


Perrysburg, New York—A formal request has 
been made to the state of New York to take over 
the control of the J. N. Adam Memorial Hospital 
at Perrysburg. It is felt that the state should 


assume the responsibility of the hospital as a 


governmental function. Due to lack of space it 
has been necessary to deny admission to many 


persons suffering from tuberculosis. 
—_ 


Charlotte, North Carolina—To provide needed 
additional hospital facilities in Charlotte the 
Presbyterian Hospital and St. Peter’s Hospital 
are planning additions or new buildings and the 
city council is considering the feasibility of hav- 
ing a bond issue to finance the construction of a 


municipally owned hospital. 
—_—_——__—_. 


Gastonia, North Carolina—Final plans are be- 
ing made for the opening of the new 22-bed 
Gaston County Hospital for Negroes. The new 
structure is a two-story brick building, to cost ap- 
proximately $20,000. Funds for its construction 
were furnished by the city, county, and Duke 


Foundation. 
>. 


Bluffton, Ohio—The new $92,822 community 


hospital in Bluffton was dedicated recently. 
——_>—. 


Columbus, Ohio—Plans and specifications for 
Franklin County’s new $660,000 tuberculosis hos- 
pital have been completed and the county com- 
missioners expect to start construction by the 


middle of August. 
—_—_— p>. 


Marion, Ohio—Tentative plans are being made 
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by the county commissioners of Marion County 
for an institution similar to the Seneca County 
Tuberculosis Hospital at Tiffin, Ohio. 
ae ECE 

Middletown, Ohio—A $250,000 addition is to 
be built to the Middletown Hospital which will 
increase the bed capacity from 100 beds to 150 
beds. The Middletown industries have agreed to 


underwrite the cost of the structure. 
——~>—————. 


Port Clinton, Ohio—According to the will of 
the late Howard B. Magruder a $200,000 trust 
fund is to be established for building, maintain- 
ing, and equipping a hospital in Port Clinton, 
Ohio. 


—_——<———— 
Pauls Valley, Oklahoma—-The new Lindsey- 
Johnson-Shirley Hospital was formally opened to 


the public recently. 
—_————— 


Pawnee, Oklahoma—Plans are being completed 
for the $35,000 municipally owned hospital to be 
built in Pawnee, Oklahoma. It is expected that 
construction will begin in the late summer. The 
new hospital will probably be Spanish in archi- 


tecture and have a 32-bed capacity. 
ee 


Pendleton, Oregon—The Oregon state legisla- 
ture has appropriated $50,000 for the construc- 
tion of a two-story nurses’ home at the Eastern 
Oregon State Hospital in Pendleton. Plans and 
specifications have been completed and bids have 


been opened for the general construction. 
: Scottie RxeRic 


Allentown, Pennsylvania—The $1,388,000 im- 
provement program at the Allentown State Hos- 
pital will be started within the next 60 days. The 
building project will include: an 80-bed build- 
ing for women patients; a children’s unit for 70 
patients; a convalescents’ building for men and 
women patients; a nurses’ and patients’ dining 
room building; and a building for women at- 


tendants. 
—_—_—_—__—. 


Doylestown, Pennsylvania—A 100-bed hospital 
is being planned in Doylestown, by the Horace 
Berk Memorial Hospital Association, for the 


treatment of mild mental cases. 
—»—_—_——. 


Easton, Pennsylvania—New x-ray equipment 
is to be installed at the Easton Hospital in Easton, 
Pennsylvania. Included in the equipment will be 
a deep therapy machine, an x-ray fracture table, 
and a cystoscopic table. 

eats Sir 

Erie, Pennsylvania—St Vincent’s Hospital in 
Erie, Pennsylvania, has announced a $500,000 
expansion program which will be financed 
through a limited fund-raising campaign during 


the summer months. 
—__—____— 


Homer City, Pernsylvania—A PWA grant of 
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k, Inc. 
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ONE NATIONAL ORGANIZATION 
TO OTHERS 





An invitation is hereby extended to established Hospital 
Associations to make use of the wide and varied fund of 
specialized knowledge and information that is to be found 
in the collective experience and data of member concerns 


of this organization. 


This association stands always ready to cooperate, 
through its members, in assisting other Hospital Associa- 
tions to find answers to those questions with which com- 
mercial firms are more familiar.’ Finances, promotion, cred- 
its, collections, legal and legislative matters—in these and 
many other ways Hospital Exhibitors’ Association can offer 


you expert aid. 


We stand ready to serve. 


We invite you to submit inquiries to the Advisory Com- 
mittee—a consultation body consisting of the Presidents 
and Secretaries of Hospital Exhibitors’ Association, 
American Hospital Association and Catholic Hospital 


Association. Address care of this magazine. 


HOSPITAL 
EXHIBITORS’ 


ASSOCIATION 
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Ea te 


$33,597 has made possible the building of a 40- 
bed hospital in Homer City, Pennsylvania. It is 


to be operated under a group subscription plan. 
————_»>_——. 


Mechanicsburg, Pennsylvania—Fire of unde- 
termined origin caused $1,000 damage to the new 
Seidle Memorial Hospital in Mechanicsburg. The 
hospital is expected to be ready for occupancy 


soon. 
—_———< p>. 


Philadelphia, Pennsylvania—The Philadelphia 
Orthopedic Hospital and the University of Penn- 
sylvania Hospital have merged. A new building 
is planned to house the gynecology and obstetrics 
departments to make room for the enlarging of 
the orthopedic department. It will be two years 
before the final removal of the orthopedic hos- 
pital to the University Hospital can be accom- 
plished. 


aie ee 

Philadelphia, Pennsylvania—The fund for a 
new nurses’ home at the Philadelphia General 
Hospital, which was started with an anonymous 
gift of $60,000, has been increased by a $25,000 


grant from the City Council. 
—_—_>—___—_ 


Philadelphia, Pennsylvania—The Hahnemann 
Hospital of Philadelphia may receive $100,000 
when the $20,000,000 estate of the late Mrs. Hen- 


rietta Garrett is settled. 
—_——_—_. 


Pittsburgh, Pennsylvania—St. Francis Hospi- 
tal of Pittsburgh has filed a suit in Dauphin 
County court to compel state officers to pay the 
hospital $156,250 appropriated by the 1935 legis- 
lature. The court has disallowed previous ap- 
propriations to the hospital on the grounds that 
it was a sectarian institution. 

Ge 

Sharon, Pennsylvania—The directors of the 
C. H. Buhl Hospital in Sharon are considering an 
addition to the hospital. The past year all rec- 
ords for patients were broken and the room ac- 
commodations were overtaxed. For the first time 


in 20 years the hospital operated without a loss. 
> ———>—___. 


Shenandoah, Pennsylvania—A petition has 
been presented to the county courts by the Board 
of Trustees of Schuylkill County Hospital for 
Mental Diseases requesting the authorization of 
a $500,000 building project at the institution. 


. a 

Warren, Pennsylvania—A committee has been 
appointed by the board of directors of the War- 
ren General Hospital of Warren, Pennsylvania, 
to study and recommend needed construction in 
order to provide suitable sun-parlors for the pa- 
tients and adequate office space. Since January 
1, 1937, many improvements have been made; de- 
partments have been remodeled and new equip- 
ment has been installed. 
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Columbia, South Carolina—Construction has 
been started on the new Providence Hospital in 
Columbia, South Carolina. The new hospital will 
be operated by the Sisters of Charity of St, 


Augustine, of Cleveland, Ohio. 
—_—_—_<>___—__ 


Columbia, South Carolina—The new $300,000 
Williams psychopathic building at the South 
Carolina State Hospital in Columbia was dedi- 
cated recently. The building has been named the 
Williams Building in honor of Dr. C. Fred Wil- 


liams, superintendent of the hospital. 
a 


Chattanooga, Tennessee—After a delay of 
nearly two years the $1,090,909 city-county hos- 
pital for Chattanooga, Tennessee, has been made 
possible by a PWA grant of $490,909. The grant 
has been made on the 45-55 basis. 

i eee 

Dallas, Texas—The improvements and re- 
modeling at Parkside Hospital, Dallas, Texas, 
have been formally accepted. The improvements, 
costing $489,755, were made under a PWA grant 
of 45 per cent of the approved project cost. 

Se Alaa 


Stamford, Texas—A $30,000 addition is being 
planned for the Stamford Sanitarium, Stamford, 


Texas. 
——<__—_ 


Weimar, Texas—Contract for the construction 
of the new modern hospital for Columbus and 
Colorado County has been awarded. The building 
was designed by Wirtz and Calhoun Houston, 


architects. 
ooo 


Waynesboro, Virginia—The Waynesboro Gen- 
eral Hospital has been completed and opened to 
the public. The institution is modern in every 
respect, and has accommodations for thirty beds, 
with facilities for expansion. 

Saline. 

Seattle, Washington—Ground has been broken 
for the $75,000 orthopedic wing to be built at 
the Swedish Hospital in Seattle. The wing will 
be used for the treatment of crippled children 
being cared for by the State Social Security De- 


partment. 
—~—>—_——. 


Spokane, Washington—The Shriners Hospital 
for Crippled Children of Spokane, Washington, !s 
to have a home of its own. Final authority for 
construction of a $65,000 building for the hos- 
pital has been granted by the national trustees. 
The present hospital established in 1924 is housed 
on a first floor wing of St. Luke’s Hospital. 

suid ie fie 

Fort Steilacoom, Washington — Seven new 
brick buildings, costing approximately $1,000,000, 
have been added to the Western State Hospital at 
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CLASSIFIED ADVERTISEMENT 


RATES: Eight cents a word. The minimum advertisement is 25 words at a cost of $2.00, including address or key 
* number of 5 words. All answers to keyed advertisements will be forwarded. Classified advertising copy 
must be received at the office of HOSPITALS, 18 E. Division St., Chicago, Illinois, by the fifteenth of the month preceding issue. 


Commercial announcements accepted at the same rate. Remittance must accompany classified advertisements. 








CONSULTANTS 





POSITIONS OPE N—(Continued) 





CHARLES S. PITCHER, F.A.C.H.A. .. 
Hospital and Institutional Consultant 
1521 Spruce Street, Philadelphia, Pennsylvania 





POSITIONS WANTED 





AMERICAN HOSPITAL BUREAU (Agency) 
1825 Empire State Building 
New York City 
WE ARB SPECIALIZING in the placement of experienced 
Executives, and have several who wish to make a change. 


All credentials are very carefully verified. 
Director, C. M. Powell, R. N. 





THE MEDICAL BUREAU 
M. Burneice Larson, Director 
Top Floor, Pittsfield Building 

Chicago, Illinois 


DIRECTOR OF NURSES—B.S. degree; graduate of Uni- 
versity of Michigan Hospital; nine years’ successful 
teaching experience; four years, director of nurses, 150- 
bed hospital. No. 500, Medical Bureau, Pittsfield Build- 
ing, Chicago. 


PATHOLOGIST—B.A., B.S. degrees, state university; M.D., 
one of country’s leading medical schools; two years, 
pathologist to state board of health; three-year fellow- 
ship in pathology; four years’ excellent experience. No. 
501, Medical Bureau, Pittsfield Building, Chicago. 


TECHNICIAN—Registered; A.B., M.A. degrees, state uni- 
versity; five years, technician to small group of physi- 
cians; three years, laboratory technician, 150-bed hos- 
pital. No. 502, Medical Bureau, Pittsfield Building, Chi- 
cago. 


ADMINISTRATOR—Young man with college degree; four 
years, assistant to one of country’s best known adminis- 
trators; six years, superintendent, 200-bed hospital. No. 
503, Medical Bureau, Pittsfield Building, Chicago. 


ADMINISTRATOR—Graduate nurse; B.S., M.A. degrees; 
several years’ instructing experience; four years, direc- 
tor of nurses, large eastern hospital where school ad- 
vanced, quickly attaining recognition as one of best in 
its state; four years, director of professional activities, 
large hospital, which included duties of assistant admin- 
istrator, fairly large institution. No. 504, Medical Bureau, 
Pittsfield Building, Chicago. 





POSITIONS OPEN 





Large general mid-western hospital desires the services of 
an ASSISTANT SUPERINTENDENT for permanent po- 
sition. Previous hospital or similar executive experience 
is essential. A Medical degree while not essential, will 
be given additional consideration. Interested applicants 
should apply by letter outlining all qualifications and ex- 
perience. Address Box U-1, HOSPITALS. 





NURSE PLACEMENT SERVICE 
Adda Eldredge, R.N., Executive Director 
Room 513, 8, South Michigan Avenue 
Chicago, Illinois 
“EVERYWHERE” 


SUPERINTENDENT OF NURSES—66-bed new tuberculosis 
hospital in Middlewest. 

PRACTICAL INSTRUCTOR—200-bed hospital in New Eng- 
land State. 


EDUCATIONAL DIRECTOR—225-bed Eastern hospital. 
Three full time instructors employed. Most modern edu- 
cational unit in the State. 


INSTRUCTOR—Children’s hospital in Middlewest. 


INSTRUCTOR—162-bed hospital in Western State. Roman 
Catholic preferred. 


SCIENCE INSTRUCTOR—200-lied hospital in Southeast. 
Desire instructor from Northern hospital. 


PSYCHIATRIC SUPERVISOR—400-bed hospital in Middle- 
west. 150-bed Psychiatric Department. Approved for 
interning. 

NIGHT SUPERVISOR—225-bed Western hospital. 

SUPERINTENDENT—26-bed new hospital in Middlewest. 


MEDICAL TEACHING SUPERVISOR—900-bed University 
hospital in Middlewest. Degree and experience required. 


OPERATING ROOM HEAD NURSE—College work and ex- 
perience required for University hospital in West. 


ANESTHETIST—Hospital in Middlewest. Good salary. 


OBSTETRICAL SUPERVISOR—50-bed department in 190- 
bed hospital in East. 


PEDIATRIC HEAD NURSE—Large hospital in Middlewest. 








ZINSER PERSONNEL SERVICE 
1551 Marquette Building 
Chicago, Illinois 


SUPERVISORS: (a) Obstetrical, New York registration; (b) 
Obstetrical, Chicago, postgraduate required; (c) Surgical, 
Chicago, Catholic with postgraduate; (d) Operating room, 
know anesthesia, small hospital Southwest; (e) Operat- 
ing room, New York registration, postgraduate, begin 
August 1; (f) Operating room and obstetrical, new small 
hospital, splendid opportunity. 


INSTRUCTORS: $100 and better with maintenance, New 
York, Massachusetts, Virginia, South Carolina and Wis- 
consin, 


LABORATORY X-RAY TECHNICIAN: University graduate, 
in or near New York State, shorthand, typing and nurs- 
ing advantageous. 


NURSE-ANESTHETISTS: Salaries are going up due to 


— of experienced help. We have many fine open- 
ngs, 





INTERSTATE PHYSICIANS & HOSPITAL BUREAU 
Mary E. Surbray, R.N., Director 
332 Bulkley Building 
Cleveland, Ohio 


ADMINISTRATIVE DIETITIAN: 185-bed well equipped hos- 
pital, New York State. Experienced and qualified to 
purchase food supplies. Open September. 

PRINCIPAL, SCHOOL OF NURSING: 150-bed Ohio hos- 
pital. Some college credits. Open September. 

SCIENCE INSTRUCTOR: 175-bed Ohio hospital. B.S. de- 
gree, teaching experience. (a) 150-bed Pennsylvania 
hospital. (b) 200-bed general hospital, Central New 
York. 

PRACTICAL INSTRUCTOR: With experience and educa- 
tional qualifications. Modern well equipped hospitals. 
Locations: New York, New England states, Pennsylvania, 
Ohio, Michigan, New Jersey, West Virginia. 

SUPERVISING NURSES: Salaries $90, $100, $110, mainte- 
nance. Eastern, western and southern states. 

GENERAL DUTY: Graduate nurses. Good salaries and liv- 
ing conditions. Opportunities for advancement to appli- 
cants who show executive ability. 

LABORATORY AND X-RAY TECHNICIANS: 150-bed mid- 
western hospitals. Excellent salaries. 

RECORD LIBRARIAN: 300-bed hospital, central states. Ex- 
perience required. 


(Continued on Page 135) 
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Fort Steilacoom, Washington. The PWA has 
contributed $518,994 to the project. 





Seattle, Washington—The first steps have been 
taken toward reorganization of the Ballard Gen- 
eral Hospital of Seattle into a nonprofit commu- 


nity enterprise. 
, a 


Milwaukee, Wisconsin—The county  super- 
visors of Milwaukee are trying to agree on the 
question of consolidation of city and county isola- 
tion work at the city-owned South View Hospital. 
The last state legislature of Wisconsin made the 
treatment and care of communicable diseases a 


county function. 
——_—_—_—__— 


Milwaukee, Wisconsin—A drive has been con- 
ducted for a $200,000 building fund for Mount 
Sinai Hospital of Milwaukee. Mount Sinai hos- 
pital has planned a three-story addition to the 
present building to relieve crowded conditions. 

scoiuiaialbaitadiiacs 

Oconto, Wisconsin—The enlarging of the 
Oconto County, and City Hospital, which was 
made possible by a PWA grant, has been com- 
pleted recently and the new addition has been 
opened to the public. 

sickieaieasiaic, 

Gillette, Wyoming—Dr. J. C. McHenry has be- 
come the owner of the Rooney Hospital of Gil- 
lette, Wyoming. The hospital will be remodeled 
into a modern and well equipped hospital. 

RE rer eae 

Worland, Wyoming—Plans for a modern 20- 
bed hospital is being considered for Worland, 
Wyoming. Funds for the structure, which will 
cost $40,000, will be raised by a stock sellin 
campaign. 

‘cscs cas: 

Campbellton, New Brunswick, Canada—Plans 
are being made for a nurses’ home for the Resti- 
gouche and Bay Chaleur Soldiers’ Memorial Hos- 
pital, Campbellton, New Brunswick. It will cost 
approximately $45,000. 


sianledlaialle asc 

Essondale, British Columbia, Canada—A 
$75,500 remodeling program is being conducted 
at the Provincial Mental Hospital at Essondale, 
British Columbia. 


Sats aera 

Glace Bay, Nova Scotia, Canada—A $200,000 
addition is being planned for the St. Joseph’s Hos- 
pital, Glace Bay, Nova Scotia. 


cages 

Montreal, Quebec, Canada—The Montreal: Con- 
valescent Hospital has proven such a valuable 
addition to the hospital needs of Montreal that 
the present accommodations of 109 beds are not 
sufficient to provide for all the patients requesting 
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accommodations. A new $400,000 addition has 
been planned which will provide 100 ward beds, 
17 private beds, and quarters for nurses, dieti- 
tians, orderlies, and maids. 


The new wings will be designed to give persons 
requiring rest, particularly those who have had 
operations, the necessary care and nursing 
service. 


The cost of maintaining a hospital using beds 
solely for convalescent purposes is about half of 
the cost of maintaining a regular hospital. The 
greatly reduced overhead is due to the fact that 
the convalescent hospital possesses no operating 
rooms, x-ray equipment, extensive diagnostic fa- 
cilities, out-patient department, or maternity 
wing; or are there interns in residence. 

——— 

Quebec, Canada—The Sisters of Hope are 

building a $125,000 six-story hospital in Quebec, 


Canada. 
—_————_ 


St. Rose du Lac, Manitoba, Canada—Plans are 
being made for a 25-bed hospital at St. Rose du 
Lac, Manitoba. The Order of the Grey Nuns will 
have charge of the hospital. 

fase” Caner 

Bombay, India—Charles F. Neergaard of New 
York City is acting as consultant on the new 
Tata Memorial Hospital in Bombay, India. This 
is a cancer research hospital which is being built 
and supported by the Tata Foundation of Bom- 
bay. The initial unit will have a 50-bed capacity. 





Coming Meetings 
Canadian Hospital Council, Ottawa, September 
8-9 
American Protestant Hospital Association, At- 
lantic City, September 10-12 


American College of .Hospital Administrators, 
Atlantic City, September 12-17 


American Occupational Therapy Association, 
Atlantic City, September 13-17 


Children’s Hospital Association, Atlantic City, 
September 13-17 


National Association of Nurse Anesthetists, 
Atlantic City, September 13-17 


American Hospital Association, Atlantic City, 
September 13-17 


American Dietetic Association, Richmond, Vir- 
ginia, October 18-21 


Ontario Hospital Association, Toronto, Octo- 
ber 20-22 


Kansas Hospital Association, Newton, Octo- 
ber 30 
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miscible properties make it easier to take and 


Regulation of the daily program, especially 
diet and exercise, is beneficial to normal 
bowel movement and in some cases of consti- 
pation serves as sufficient treatment. Others 
require additional aid to facilitate regular 
evacuation . . . When an adjunct to diet and 
exercise is required, as it often is, Petrolagar 
provides a mild but effective treatment. Its 





Petrolagar is a 


more effective than plain mineral oil. Further, 
by softening the feces, Petrolagar induces 
large, well formed stools which are easy to 
evacuate. The five types of Petrolagar afford 
a choice of medication adaptable to the indi- 
vidual patient. Petrolagar Laboratories, Inc., 
8134 McCormick Blvd., Chicago, Illinois. 


hanical Ision of pure liquid petrolatum (65% by volume) and agar-agar. Accepted by 


the Council on Pharmacy and Chemistry of the American Medical Association for the treatment of constipation. 
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* An Excellent Example of- 
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eered modernization of sterilizers at 





puro Infirmary, New Orleans. The 
rpose being to eliminate heat and 


prove sanitary conditions. 


HE space occupied by the original 





erilizers was utilized. By building in 
concealment wall all of the units 
ete enclosed, one pressure instru- 
ent-sterilizer replacing the two 


biling type units formerly used. 
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RAVE BANDAGES WITH THE 
NEW 


OSTIC 


CRINOLINE 


ee ce 
PLASTER CAST 


BY ACTUAL CLINICAL TESTS IN HOSPITALS, 
10% to 15% fewer plaster of Paris bandages made with OSTIC Crino- 


line are required to make a cast possessing maximum cast strength. 
Fewer OSTIC Crinoline bandages applied per cast mean less time 
spent by the surgeon and nurse in making the cast, less Crinoline used. 


GREATER CAST STRENGTH 


OSTIC Crinoline makes two new contributions to the most impor- 

tant factors governing cast strength. First, it is unique in offering no i ‘ : 

interference with a firm, hard set. Second, there is no viscous ma- Neto, in these micro-photes, thatthe siaing in 
‘ . a cl - Pi this new OSTIC Crinoline does not “pile up 

terial in the sizing to impede the escape of excess water. Drying at thread intersections, clogging up the mesh 

. . ol ial . . 8 t . > 

time is reduced to a minimum. The shorter drying time offers less Guanine aden eahecaiinn @ maximum 

opportunity for the patient to put a strain on the still-damp cast, caus- of Plaster of Paris. Each bandage delivers 

iW more plaster to the cast. Fewer bandages to 


ing a structual defect that will later be a weakness in the dry cast. handle, less crinoline used — time and ma- 


terial saved! 
LEWIS MANUFACTURING CO. 


Division of THE KENDALL Company, Walpole, Mass. 
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Illustrated with Strap Bottom, Separate Canvas Back Rest, 
Arm Stretcher, Hand Grips. 








Offices: 118-122 BAXTER STREET 





Hanflig Orthopaedic Bed H1099 


FRANK A. HALL & SONS, New York, N. Y. 


Member of Hospital Exhibitors Association 
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Recently improved to simplify apparatus, and 
to enable you to meet every requirement for ortho- 
paedic care. Continuous post and cross rod con- 
struction at ends. Bradford Frame can be used as 
stretcher and slides into the bed. It is adjustable 
to various widths; also to vary position of bed 
pan opening. Crank operation raises and lowers 
the spring and mattress. Extension stems on the 
rubber-tired casters. Write for Complete Descrip- 
tions, Quotations, etc. 
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Overhead Balkan Frame 


offers every adjustment without 
obstruction. It is equipped with 
Split Fittings (as illustrated) 
which are easily placed and locked 
in any position on cross rods or 
posts . .. or can be removed with- 
out disturbing arrangement of 
canopy rods. 
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Come and see us, Booth 316-17-18- 
19, A.H.A. Convention, Atlantic 
City, Sept. 13-18. 


~e e772 27222 


Salesrooms: 25 WEST 45TH STREET 
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Have You 


the latest 
Folders of 


Williams Standard 
Clothing for 
Hospital Personnel? 


Send for them today 


or better 
see our exhibit 
at the 


AMERICAN HOSPITAL 
ASSOCIATION 
CONVENTION 


in Atlantic City 


MEMBER OF THE 
HOSPITAL EXHIBITORS’ ASS’N 








Cc. D. WILLIAMS & COMPANY 
246 South Eleventh Street, Philadelphia, Pa. 


Please send folders describing 


Street & No 











PRODUCTS 


The Sign of Quality and Service for 
Hospital Cleanliness 


BULLETIN 


“KEEGO” Cleaner gives bright dishes, crystal clear 
glasses in spite of hard water. Removes dish stains 
and scale. For general culinary cleaning. 


Linens whiter and last longer when washed with 
Wyandotte Laundry soap builders. 


Wyandotte Detergent cleans fine finishes without 
dulling them. Non-scratch—Odorless—Fast. 


J B- FORD 

& & 
COMPANY 
WYANDOTTE MICHIGAN 
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{Wl Linde Oxygen conforms to 
the standards of the United States 
Pharmacopoeia, 11th Revision, 
and all Linde cylinders are 
marked.“‘This cylinder contains 
Linde U. S. P. Oxygen."' This as- 
surance has behind it the facili- 
tiesand reputation of the world’s 
largest producer of oxygen. The 
standard Linde cylinder contains 
220 cubic feet of oxygen (equiva- 
lent to 1650 gallons or 6230 liters. 


a 


Visit our Exhibit on Oxygen 
Therapy, Booth416,American 
Hospital Association Con- 
vention, Convention Hall, 
Atlantic City, Sept. 13-17. 
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Tue LIFE sPAN of the diabetic has been lengthened considerably following the 
discovery of Insulin and the growing knowledge of its use. There is, however, a definite 
responsibility on the part of the physician to educate the many new diabetics in the 


importance of proper diet and proper use of Insulin preparations. 


The apparent increase in diabetes in recent years has been attributed to the modern 
manner of living, increased sugar consumption, overeating and lack of muscular exer- 


cise. With proper management the great majority of patients can be kept well-nourished, 


sugar-free, and at work. 


Insulin Squibb is an aqueous solution of the 
active anti-diabetic principle obtained from 
pancreas. It is accurately assayed, uniformly po- 
tent, carefully purified, highly stable and re- 
markably free of pigmentary impurities and 
proteinous reaction-producing substances. 
Insulin Squibb of the usual strengths is sup- 
plied in 5-cc. and 10-cc. vials. 


LIVE LONGER TODAY 





FE:R: SQUIBB & SONS, NEW YORK 


MANUFACTURING CHEMISTS TO THE MEDICAL PROFESSION SINCE 









Protamine Zinc Insulin, Squibb complies 
with the rigid specifications of the Insulin 





Committee, University of Toronto, under whose 





control it is manufactured and supplied. It is 





available in 10-cc. vials. When this preparation 





is brought into uniform suspension, each cc. 





contains 40 units of Insulin together with prota- 






mine and approximately 0.08 mg. of zinc. 










1858. 
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To Our Members and Guests 


Greetings: 


It is my privilege as President of the American Hospital Association to 
cordially welcome the representatives of our hospitals and our guests to the 
Thirty-ninth Annual Convention of our Association. 

We are assembled in Atlantic City to review our individual and collec- 
tive work of the past year, to discuss with our colleagues in the hospital 
field the problems with which we have had to deal, to renew the friendships 
which we value so highly, and to create new contacts with our fellow 
workers. 

We bring to each other the wealth of experience we have gained, and a 
new knowledge of the work in which we are engaged. We will compare the 
accomplishments of our own institutions with the achievements of other 
hospitals. We are here to plan for the future development of the care of our 
patients, and for the betterment of hospital service. 

Your Association takes a pardonable pride in rendering to the member- 
ship an account of its stewardship for the year past. It has continued its 
service to the hospital field, watched carefully over legislative processes 
involving our institutions, and promoted harmonious relationships with 
other organizations whose work and interests are closely allied to hospital 
administration. It has done its fair share in promoting a better and a sym- 
pathetic understanding of our hospitals by both patient and public. It has 
developed sound and effective plans for a larger and more widely distrib- 
uted hospital service, so that rich and poor alike may be well cared for when 
illness threatens. 

To me the year has been a delightful experience. For the loyalty, 
cooperation, and counsel which the entire hospital field has so generously 
given me, I am deeply grateful. In wishing for you and your institutions an 
abundant prosperity, I sincerely hope that a kind fortune may be as good to 
you and yours as you have been to me during the year I have been your 
President. 


Faithfully and sincerely, 


President, American Hospital Association. 











Claude Worrell Munger, M.D. 
President, American Hospital Association 
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Robert E. Neff, F.A.C.H.A. 
President-Elect, American Hospital Association 
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To the Members and Guests 
of the American Hospital Association 


Greetings: 


The President-Elect welcomes an opportunity to extend greetings to our great body of hospital 
people. The honor bestowed by the electorate is highly appreciated and brings a realization of large 
and important responsibilities in the year ahead. It is with humility that we look forward to the 
activities of the approaching year. The enthusiasm and admiration for our organization and its past 
officials has been heightened by the close contacts with the affairs of the Association during the year 
as President-Elect. The year has been impressive—one which has brought a deep sense of apprecia- 
tion for the American Hospital Association as a great organization which works for the interest of 
ALL hospitals and the betterment of public welfare through the development of high-grade and ade- 
quate service for the sick. 


Those entrusted with the direction of the Association activities carry huge responsibilities, and 
we beg the membership to share these responsibilities by supporting the Association in every possible 
way. No organization can function usefully nor operate to its fullest practical worth without the 
earnest and continuous support of its members. 


All the aspirations of my worthy and admired predecessor which have found expression during 
his term of office, those measures devised and suggested to promote all interests of the organization, 
to stimulate cooperative effort, to advance standards of hospital administration, to promote the wel- 
fare of hospitals throughout the world, and to maintain friendly and honorable relations with allied 
organizations, will be cherished in the memory of our people. It will be my earnest endeavor to see 
that the Association shall profit by his example, achievements, and experience and to extend the 
service and relationships of the Association as far as possible. 


Numerous projects now in the process of development must be carried on and completed. The 
vast service which the Association has rendered all hospitals and the public may not be fully compre- 
hended throughout our membership ranks. The recent advances in group hospitalization is a not- 
able achievement, and the promise of future expansion is most gratifying. Government relationships 
with hospitals are becoming increasingly important and this phase of the work must be promoted by 
alert and energetic committees. Legislation, both federal and state, must be observed, proposed, and 


advanced so that the changing order of affairs will not adversely affect hospital interests. Friendly 
and cooperative relations with allied organizations in the public welfare field must progress. The new 
opportunities in this direction are frequently presented, which organized hospitals accept and handle 
to the best possible advantage of the entire hospital field. A review of the work of the organization, 
particularly within the past decade, is a surprisng and gratifying revelation to those interested in the 
Association. These achievements have been attained through the sacrificial and energetic service of 
the various committees, which have been specifically assigned the task of carrying forward these de- 
velopments. We should not overlook the fact that our committees and councils are deserving of real 
tribute for this outstanding service. 


We are all proud of our publication HOSPITALS, and the development of this project is one 
deserving the utmost respect and appreciation on the part of the Association membership. It is truly 
remarkable that our publication has developed to such an advanced degree in less than two years’ 
time. It has not been an easy matter. It has been an undertaking which has placed heavy obligations 
upon the editor and the editorial board. They are to be commended for this noteworthy service, and 
we are confident that our members are highly gratified at the success thus far achieved. HOSPITALS 
must be further developed and continued on the same high plane as the other high grade publica- 
tions in the hospital field. The support of the entire membership will be required in order that our 
publication may be official and representative of the Association. 


We look forward to the coming convention and the year ahead with great pleasure and happy 
anticipation. I sincerely bespeak the cooperative effort of the entire membership as an aid in advanc- 
ing the Association to still greater usefulness to its constituency and the field of public welfare. 


Faithfully yours, 
President-Elect, American Hospital Association. 
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